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Executive Summary

The purpose of this evaluation is to provide an objective assessment of the pilot program implemented by the
Placer County Department of Health and Human Services (DHHS) and authorized by Senate Bill 1846. SB
1846 called for the implementation of 4 institutional reforms, including 1) a single system of universal intake
for al clients, 2) an integrated system of service ddlivery, 3) centralized administrative and accounting
systems, and 4) an outcome-based system of reporting and accountability.

Findings will help local decision makers to identify specific areas where revision, refinement, and additional
resources are needed to enhance the effectiveness and long-term viability of the reform process. For state
decision makers, findings will help to determine the feasibility of replicating similar reform initiatives, and
what adjustments should be made to yield optimal success.

Theinstitutional reforms implemented by Placer County DHHS are intended to produce measurabl e impacts,
including a) cost savings from consolidation of administrative functions and increased flexibility in staffing,
b) skill enhancement and diffusion through the integration of service delivery processes and crosstraining, )
increased quality through re-design of services to address the needs of diverse populations and communities,
d) improved health status and quality of life through comprehensive, inter-disciplinary approachesto health
improvement, €) and increased investment in primary prevention through the reallocation of revenues from
cost savings.

Given the phased-in implementation of operationa reforms and the lack of quantitative data, this evaluation
will not yield empirical findings that demonstrate these impactsin a definitive manner. The primary focus of
this evaluation is to assess the relative effectiveness of the pilot program implementation process, and to
identify adjustments necessary to produce desired outcomes in the yearsto come.

There were three sources of information used for the evaluation; published documents and internal
memoranda, personal interviews of DHHS leadership and key partners, and a survey of staff and supervisors.
Evaluation findings are presented in the 4 categories of institutional reforms authorized by the legidation,
with additional sections for a summary of survey findings and key lessons.

Universal | ntake

The draft universal intake form was developed in 1996, reviewed in consultation with state and federal
agencies, and approved for implementation in 1998. Parallel forms were developed and implemented for
service authorization, termination, and referrals. The most recent revisions were completed in April 2000.

Challenges identified for this component of the reform process were limited primarily to the development
phase. Interviewees cited general fatigue and declining participation among staff, due to competing time
demands and an overly broad and ambitious scope of work. Interviewees also cited problems associated with
the length of time required by the State to conduct an analysis of the intake form. Some staff members
expressed concern about increased potential for fraud in determining eligibility.

In future efforts, it will be important to establish clear goals, objectives, and timelines for accomplishment of
defined tasks. Of equal importance, goals and objectives must be reasonable; committees should avoid
setting overly ambitious targets that are not likely to be met. It may be appropriate to delineate a set of key
when specific products would be completed. At each juncture, there would be a critical review and and



exploration of revisions (e.g., change in direction, objectives, committee membership) that would enable the
process to move forward in an appropriate and definitive manner.

Local leadership should also seek to minimize the implicit penalization of staff participants. To the extent
feasible, supervisors shift some portion of daily workloads to allow committee members to accomplish
necessary development tasks in atimely and high quality manner. Thisis not always possible, but itisa
standard that should be pursued in order to foster leadership, respect, and commitment among staff.

Service I ntegration

DHHS leadership implemented a magjor re-organization of staff and leadership positions over the course of
1996-98. Thefirst step in this process was the consolidation of job classifications to shift from a categorical
orientation to broader categories of professional competency. This re-organization has continued in a more
incremental fashion during the last two years.

One of the core elements of the service integration process was to establish and deploy “trans-disciplinary”
teams. Theintent isto move beyond a multi-disciplinary approach (service coordination by a group of staff
members with expertise in single disciplines) to amodel in which any particular staff member on ateam
possesses “the knowledge, skills and abilities needed to provide an array of servicesin addition to the key
specialized services for which they were formally trained.”

Challenges cited in the service integration process include staff shortages, high caseloads, high turnover,
changes in work locations, problems with skill development and diffusion, diversity in organizational culture
among staff from different agencies, alack of clarity about confidentiality issues, and alack of staff
management skills among program supervisors. Many of the operational challenges cited could be resolved
by creating aformal structure that allows for cooperative problem solving. For managers, some protocol
may be helpful to ensure they are responsive to input.

A review of documentation of staff trainings demonstrates a commitment by Placer County to expand the
scope of professional skillsamong staff. Thereisaneed, however, for amore systematic approach to the
assessment and expansion of staff skills, to ensure that appropriate competencies are acquired. Increased
attention should also be given to team-related trainings. In the long term, it may be optimal to establish a
specialized training unit for ongoing facilitation of the service integration process.

Centralized Administrative Processes

The primary focusto date in the centralization of administration functions by Placer County DHHS isthe
implementation of a consolidated health claim (CHC) for all state and federal funds. Placer County secured
approval to pilot the CHC from the state DHS and the federal Health Care and Financing Administration
(HCFA) in 1998. The claim permitsthe use of 1 invoice for 15 different programs.

The primary challenge cited by interviewees in the piloting of the CHC isthat it was negotiated with the
State DHS leadership, but it is being implemented at the program level. Placer County accounting staff often
face resistance from DHS program managers and coordinators. Resolution of these issuesisimpeded alack
of aformal infrastructure at the State to broker, codify, and communicate agreements.

If communications and decision making issues can be resolved with the State, the next step may beto
consider amovement towards afull scale trust fund, or block grant approach to state resource alocations.



Outcomes-Based Reporting

There are two primary areas of focus in Placer County’ s move towards outcome-based reporting; the
Consolidated Scope of Work (CSW), and the SMIART Child Outcomes Screening Tool (OST). Placer County
DHHS secured State and Federal approval of the outcomes screening tool (OST) and isimplementing it a
department-wide basis. They are currently engaged in areview and revision process of the CSW with State
DHS representatives.

The CSW includes a set of 5 major objectives for DHHS, the specific activities to be carried out to meet
those objectives, and a strategy to evaluate progress towards achievement of the objectives. The OST listsa
set of 5 outcome categories for clients; each with between 2 and 6 more specific outcome sub-categories, for
atotal of 20 measures.

OST screenings are conducted as part of the intake process for al new clients, and serve as a baseline for
evaluating progress towards desired outcomes. Follow up screenings are conducted on an annua or bi-
annual basis, depending upon the status of clients and scope of servicesrequired. DHHS currently maintains
adatabase of OSTsfor over 3000 clients. DHHS and stakeholder partners have used data from the OST to
provide justification for external funding and to target program activities.

Challenges cited by interviewees focused primarily on the lack of resources to invest in a management
information system (MIS) that would support more systematic, pre-post monitoring of program activities,
ingtitutional reforms, and community level outcomes. Additional resources would also be needed to build
technical capacity among staff to implement such asystem. Interviewees aso cited methodological
challenges in developing linkages between client-based outcomes and broader community measures.

Staff Survey Findings

A number of patterns emerged in responses to the staff survey. Inthe most general terms, responses
indicated that staff experiences and perceptions are strongly influenced by their relative participation in the
service integration and re-organization process. Staff who are more involved in the process demonstrated
higher levels of understanding and support. Future expansion of the trans-disciplinary team concept from
human service and behaviora health functionsto the physical health arenawill pose new challenges
associated with issues of professional expertise, decision making and client care management.

Nearly al respondents cited increased accessto afull spectrum of services as the most significant benefit of
the service integration process. The primary factors cited by respondents that contributed to this increase
included increased coordination, information sharing and staff co-location. At the sametime, asimilar
proportion of survey respondents cited a need for a more systematic approach to coordination, information
sharing, and knowledge development as a primary concern. Developing formal systems in these areas will
be of central importance in the next phase of development.

Responses from administrative staff suggest that the projected efficiencies associated with the re-
organization and service integration have yet to be realized in thisdivision. In general, administrative staff
are experiencing increased demands upon their time by providers and pressures for systems reform by DHHS
leadership at the same time they are faced with obstacles to the implementation of reforms from state
agencies and alack of physical infrastructure.

Despite the variety of challenges that have emerged in the SB 1846 implementation process, findings

indicate strong support of service integration among staff. Thereis a consistent perception that the changes
have made a positive difference in the lives of loca residents. Future challenges will emerge, however, as



DHHS begins to increase its engagement of staff in primary prevention activities. Additional educationis
needed to build internal support that will yield optimal productivity in this area.

Key L essons

Placer County DHHS has demonstrated a strong commitment to innovation in the public interest, and can
appropriately claim success for meeting the basic criteria of SB 1846 and implementing a series of major
ingtitutional reforms. There are anumber of important factors that have contributed to Placer County’s
success that provide insights for those who seek to replicate smilar reforms. They include:

* Population dynamics- relatively small population; high percentage of long-term residents
» Leadership experience - prior experience as State employees — risk-taking orientation

» Location - proximity to state capital; ability to attract a highly skilled workforce

»  Workforce- competitive pay scale; relatively low rate of turnover

There are also important lessons to be drawn from Placer County’ s experiences with some of the more
difficult aspects of the process. Key steps to be taken in the replication of these reformsinclude:

» Preparefor delays- delays should be explicitly factored into the time frame for completion
* Engage and educate local stakeholders- early engagement may limit future opposition
» Establish formal systems - to facilitate communication and knowledge diffusion

» Build information systems capacity - essential to build support at the local and state level

An overarching lesson identified both by Placer County DHHS and state leadership in the implementation of
SB 1846 was the discovery that many of the perceived barriers to service integration turned out to be
routinized informal practices, rather than formal mandates.

Since the passage of SB 1846 in 1996, two similar bills have authorized pilotsin four other counties. AB
866 authorized a pilot in Solano County, and AB 1259 authorized pilotsin Alameda, Humboldt, and
Mendocino counties. All three billsinclude identical language, with only minor distinctions. Important
issues to be addressed by the State of Cdiforniain its continuing effort to foster institutional reforms among
these and other county health and human service agenciesinclude:

e Establish aformal State support infrastructure

Counties need unambiguous support from State leadership, with designated contacts and linkages to
program level staff. Thiswould optimally include an inter-departmental work group of State and county
staff to explore proactive measures that would support integration and skill development.

* Funding/ technical assistancefor MIS development

Up-front information systems devel opment and technical assistance will be essentia to monitor impacts
and build local/state support.

* Funding/ technical assistancefor staff and infrastructure development

Early support is needed to leverage the devel opment of regional/local training centers, develop formal
standards and protocols, and/or for on-site trainings in targeted content areas.
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A.

I ntroduction

Summary of Senate Bill 1846

Senate Bill 1846 was introduced to the California State Legislature by Senator Tim Leslie (D — 1%
District) on February 22, 1996, and signed by Governor Pete Wilson on September 24, 1996. The hill
authorized Placer County to implement a pilot program of integrated and comprehensive health and social
services, and called upon state departments to cooperate and assist by providing regulatory waivers for the
methods used to report and provide services.

Justification for passage of the bill was based upon explicit acknowledgment of shortcomingsin the
existing approach to funding and provision of health and human services. Specific concerns noted by the
legislature included:

“Health and social services are currently provided through separate and uncoordinated programs
established in response to narrow categorical funding, reporting, and reimbursement requirements
and regulations.”

The current system of programs “ emphasize short-term crisis management over prevention, and
the system typically fails to improve conditions and outcomes for service beneficiaries.”

The current system of regulations “impede counties from designing and implementing
comprehensive and integrated delivery systems that would improve service outcomes and reduce
duplicative accountabilities and administrative costs.”

With these concernsin mind, the legidlature indicated that the pilot program in Placer County should test
the feasibility of implementing the following measures in other California counties:

Determine the best use of county, state, and federal funds on alocal basis.

Ensure accountability through the devel opment and monitoring of measurable outcomes.
Consolidate financial and statistical reporting requirements into a single structure.
Simplify case records and reduce duplicative case reporting on the same client.

Develop an automated case management client information system.

Placer County was authorized “to implement and evaluate” the following 4 institutiona reforms:

1.

2.

3.

4,

A single system of universal intake for al clients.

Anintegrated system where an individual or family eligible for more than one service may be
served by as few as a single county employee

Centralization of administrative and management support systems.

An outcome-based system of reporting and accountability.

Thelegidation indicated that the county pilot program may include, but “need not be limited to” the
following; 1) adoption services, 2) child abuse prevention services, 3) child welfare services, 4)
delinquency prevention services, 5) drug and alcohol services, 6) mental health services, 7) digibility
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determination, 8) employment and training services, 9) foster care services, 10) health services, 11) public
health services, 12) housing services, 13) medically indigent program services, and 14) al other
appropriately identified and targeted services, except for dental care.

The legidation specified that Placer County would not be released from any obligations under current law
to provide the servicesindicated in any particular program, nor would implementation of the pilot reduce
the county’ s eligibility for state funding for any servicesinvolved. In general, Placer County was
permitted to use “any and all State general and county fundsthat it islegally alocated or entitled to
receive’ for the implementation of the pilot program.

Finally, SB 1846 required the evaluation of the pilot program and submittal of areport to the Governor or
the Governor’s designee and the appropriate policy committees of the legidature for review. The
evaluation was to be funded from non-state resources. The county was prohibited from securing any
increase in financial support from the state General Fund for implementation of the pilot program.

A copy of SB 1846 text isincluded as Attachment 1.

B. Purpose and Scope of the Evaluation

The purpose of this evaluation is to provide an objective assessment of the experience, accomplishments,
and challenges associated with the implementation of the SB 1846 pilot program by the Placer County
Department of Health and Human Services (DHHS). The findings generated by the assessment are
intended for use by local and state decision makers to

» evaluate the performance of Placer County DHHS in implementing the 4 institutional reforms
outlined in 1846, and the near term impact on the efficiency, quality, and scope of health and
human services,

» explorethelong term implications of the pilot program for Placer County DHHS and local
partnersin their efforts to address health-related concernsin local communities;

» examine the potential for replication of the pilot programin other CA counties; and

» provide Placer County DHHS and local partners with information needed to revise and refine the
local reform process.

The pilot program authorizes the implementation of formal adjustments in management, administration,
and the delivery of services. These adjustments have been carried out over the course of the four year
period designated by the legidation. Measurable results anticipated include:

» Cost savings in administration

»  Skill enhancement and diffusion among staff and local partners

* Increased quality (i.e., refinement and coordination of services and activities)
» Increased access (i.e., number and scope of persons impacted)

» Expanded scope of available services

* Improved outcomes (i.e., health status and quality of life)

* Increased public awareness and engagement

* Increased investment in primary prevention



Cost savings are expected to result from increased flexibility in staffing arrangements and consolidation
of accounting, documentation, and reporting functions. Skill enhancement and diffusion is expected as an
outcome of increased coordination of services across program and organizational parameters. Increased
quality, measured in terms of increased client/public satisfaction, expanded engagement, and improved
outcomes is expected as aresult of the refinement of programs to better address the needs of diverse
popul ations and communities.

Expected outcomes include improvements in functional measures (e.g., school attendance, juvenile
delinquency), quality of life measures (e.g., civic participation, loca support systems), and health status
improvement (e.g., infant mortality, suicide, child abuse). Increased public awareness and engagement is
expected to result from expanded outreach and increased emphasis on primary prevention and community
problem solving. Finally, increased investment in primary prevention is expected as an outcome of the
reallocation of revenues from administrative cost savings.

Given the phased in implementation of operationa reforms during the course of thelast 4 years, it is
important to note that this evaluation is unlikely to generate empirical findings that will demonstrate these
impacts in a definitive manner. For example, cost savings in administration will not be achieved until
information systems, formal protocols, and management practices are in place at both the county and state
level that permit full implementation of efficiency measures.

For this reason, the primary focus of this evaluation will be to assess the rel ative effectiveness and quality
of the pilot program implementation process. Some of the inquiry will provide preliminary findings that
determine if there has progress towards expected outcomes. The primary value of this evaluation,
however, will be to provide information to state officials that assists in the design of legislation that
enable the expansion of the pilot program, and to Placer County officias for the further refinement of the
local reform process.



1.  Background /Impetusfor the Pilot Program

There are anumber of ingtitutional reforms undertaken by Placer County DHHS and local partnersin the
late 1980s and early 1990s that created the impetus for the development, introduction, and passage of SB
1846. This section provides a brief overview of these measures and a summary of local resources to
provide the reader with the appropriate background and context for a critical review of the pilot program
implementation process.

A. Establishment of SMART Policy Board

Placer County Officials established an interagency policy team in 1988 to provide oversight and
management direction for all public sector funded programs for children and familiesin Placer County.
This body isreferred to asthe SMART Policy Board; the acronym stands for System Management,
Advocacy, and Resource Team. The SMART Policy Board is comprised of the DHHS Director, the
Presiding Juvenile Court Judge, the Chief Probation Officer, the County Superintendent of Schools and
the County Health Officer.

The SMART Policy Board aso established ateam of supervisors from each of the 4 systems entitled the
SMART Team, to provide oversight and facilitate optimal coordination of services for children with
multiple problems requiring services from more than one system. The SMART Team was upgraded and
renamed the Assessment, Intervention and Authorization (AIA) Team in 1994 as part of the AB 3015
pilot program implementation (see 11.C below). This change was intended to formalize and expand case
planning and service authorization in each partner agency. The AIA Team was upgraded a second timein
1996 as part of the AB 1741 pilot program (see I1.D below), and renamed the SMART Management
Team (SMT). This moved the function of the team up to the Program Manager level of each agency,
thereby expanding their scope of authority, resource allocation, and staff oversight.

The SMART Policy Board and the SMT or its predecessors have met several times per month since 1988
to share emerging opportunities and challenges, devel op service innovations, and review progress towards
identified objectives.

B. DHHS For mation and Re-or ganization

Placer County DHHS was created in January 1995 through the merger and consolidation of Placer County
Welfare, Public Health, Medical Care Services, and Community Services. Thisformalized are-
organization process that began in 1993 through discussions of the SMART Policy Board. The functions
integrated into the new entity included Public Health, Medical and Dental Clinics, Mental Health,
Substance Abuse Services, Environmental Health, Animal Control, Community Services, Public Housing,
Welfare Programs (e.g., Cl WORKYS), and Temporary Assistance programs. Over the course of the next
3 years, DHHS gradually re-structured into 7divisions, including:

e Children’s Systems of Care (CSOC)
e Adult Systems of Care (ASOC)

e Community Health

*  Human Services

e Community Clinics



* Managed Care
e Central Administration

In early 1996, CSOC and ASOC were formed from the re-organization of three former divisions, Mental
Health, Child Welfare Services and Substance Abuse Services. An additional “section” entitled Adult,
Child, and Community Emergency Services system (ACCESS) was formed to provide crisis resolution
services, assessment, triage, short term care and emergency placement for both divisions. CSOC provides
afull range of “deep end” servicesfor children and their families, including psychiatric, behavioral,
protective services, as well as public health and probation services. ASOC shares asimilar focus, with
theinclusion of vocationa services.

The Community Health Division includes Public Health (multiple programs), Environmental Health, and
Animal Control. The Human Services Division covers Community Services, Welfare Programs, Medi-
Cal Eligibility, and Temporary Assistance programs. Community Clinics includes Primary Care and
Denta Clinics, immunization and testing (e.g., HIV, TB), family planning and well child clinics, and
County employee health. Finaly, the Managed Care Division includes the State Medi-Cal and Healthy
Families contracts, Medically Indigent Adult health services, and CCS and CHDP programs. All 6
divisions are to be served by a single Central Administration Division.

External impetus for the re-organization was provided by the federal re-structuring of socia welfare and
health programsin 1994/95. The elimination of entitlement programs, reduction in overall funding, and
shift in emphasis to block grant funding created a need for decisive action and an opportunity to put in
place many of the innovations envisioned in the re-organization developmental process.

A strategic plan for implementing the re-organization was completed in April 1995, and a Change Process
Planning Team (CPPT) was established in August 1995. The CPPT established “ Re-organization Teams’
that focused on implementing 4 areas of institutional reform, including:

* Universa intake

» Integrated services — expand scope of services, develop single coordinated service plan
» Strategic planning

» Centralization of administrative services

Development of auniversal intake form was targeted to simplify and standardize the process of client
information gathering. Thiswould reduce the burden upon clients, yield uniform information that can be
readily entered into electronic databases, and facilitate more effective coordination of services among
providers. The Integrated Services team would focus on strategies to expand the scope of available
services and increase the coordination of services and activities across departmental and agency lines.

A DHHS Policy Team would manage overall strategic planning to facilitate optimal use of available
resources, explore service system innovations, and coordinate the re-investment of resourcesto
prevention and early intervention. The centralization of administrative services would focus on measures
to increase efficiency, consistency, and to enhance responsiveness to staff and client needs.

C. AB 3015 System of Carelnitiative

Placer County DHHS secured funding from the State Department of Mental Health in 1994 as part of the
System of Care Initiative authorized by Assembly Bill 3015. This pilot program involved the replication
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of an inter-disciplinary approach to care of emotionally disturbed children developed in Ventura County
in the 1980s. Placer County DHHS used the funding to co-locate a group of social workers, therapists,
education workers, and probation officers. This co-located unit was entitled the Placement, Prevention,
and Intervention Collaborative (PPIC), and focused on the delivery and coordination of comprehensive
services that enable severely emotionally disturbed children to remain at home.

The PPIC and the AB 3015 Pilot was viewed by the SMART Policy Board as an opportunity to explore
the practical application of integrated services delivery through a“trans-disciplinary team” approach. The
intent is to move beyond a multi-disciplinary approach where ateam coordinates the delivery of services
by a group of staff members with expertise in single disciplines, to amodel in which any particular staff
member on a team possesses “the knowledge, skills and abilities needed to provide an array of servicesin
addition to the key specialized services for which they were formally trained.” (Placer County SMART
Trans-disciplinary Team Report, Feb. 2000)

This approach provides the means to move gradually towards a system of service delivery where the full
scope of needs may be addressed by a fewer number of providers, each with a more comprehensive range
of specialty skills. Additional specialized skills would be acquired over time through a combination of
co-work and observation of other team members with other specialty areas of expertise, periodic
professional trainings, and hands-on experience.

Some specialized functions, such as clinical assessment and therapy requiring a license, powers of arrest,
state-mandated socia work practices, medical procedures, expert testimony and authorizing signatures are
reserved for appropriately skilled and licensed staff. Most other services could be performed by any
member of atrans-disciplinary team.

The PPIC provided staff with an opportunity to share information and knowledge, problem solve, and
explore more comprehensive strategies to address the complex issues faced by clients and their families.
In this process, staff members from multiple agencies began to work through and reduce historical
problems perpetuated by different professional biases, stereotypes, and organizational cultures. This
approach required aflexibility and willingness to take on additional responsibilities that was not accepted
by all PPIC staff; several members |eft the PPIC during this period of time.

The PPIC unit wasintegrated into CSOC as part of the 1995 DHHS merger and consolidation. This
integration provided additional staff support from Child Welfare Services, DHHS Administration, and
Public Health Nursing.

D. AB 1741 Pilot I mplementation

Additional impetus for the DHHS re-organi zation and implementation of SB 1846 was generated by the
development of AB 1741, passed by the Assembly in September 1993 and approved by Governor Wilson
in October 1993. AB 1741 authorized the establishment of a5 year pilot program that would permit up to
five counties to blend child and family funds and coordinate all related services. The scope of services
included in the pilot program was similar to those later designated for SB 1846 (see section |.A., page 1,
bottom). Participating counties were selected by December 1, 1994, with implementation to beginin
January or July 1995.

Eligible counties would required to @) have a demonstrated record of successful interagency collaboration
and serviceintegration, b) a strategic plan that clearly describes elements of pilot program
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implementation, and c¢) involvement of one or more local education agencies. Placer County was selected
as one of the pilot program participants, and began implementation in January 1995. The implementation
of the AB 1741 pilot program in Placer County provided the experience, tools, and organizational
infrastructure for the conceptualization and development of SB 1846.

One of the core elements of the implementation process was an expansion of the trans-disciplinary team
concept beyond the PPIC project of the AB 3015 pilot program, and the application to an entire DHHS
division. Inthe process of bringing this concept to scale, some SMART Policy Board partner agency
representatives expressed concern that the trans-disciplinary approach may undermine the ability to
provide mandated specialized services. To addressthis concern, the SMART Policy Board established a
formal agreement designating specialized functions to be exempt from the trans-disciplinary model.

A second core element of AB 1741 involved the development of a consolidated health claim that
incorporated all Public Health programs offered by Placer County DHHS. This claim replaced all
contract invoices for federal and state programs. The claim was piloted during the mid-point of SB 1846
implementation (1998/99).

E. Public-Private Sector Collaboration

At the same time that Placer County DHHS was established as a consolidation of Health, Welfare, and
Community Services, a public-private partnership was formed to help coordinate the services and
activities of approximately 100 local agencies. The Greater Collaborative (GC) has met on a monthly
basis since 1993, and serves as a clearinghouse for grant development, review and support, information
sharing, interagency planning, and the development of technical assistance and training programs. A
number of key publications (see 11.F. 4.) have been developed by the GC to assist in the identification and
monitoring of priority health concerns in specific communities and on a county-wide basis.

F. Summary of Local Resources

Placer County is a geographically diverse region that includes rapidly growing urban areas, agricultural
reserves, and vast rural territories. County boundaries include Sacramento and Eldorado counties to the
south, Nevada County to the north, the state of Nevada to the east, and Sutter and Y uba countiesto the
west. Placer’s proximity to the state capital in the southern end of the county has contributed to rapid
population growth in the cities of Roseville, Rocklin, Lincoln and Loomis. Population growth in this
region has also been fostered by the recent establishment of facilities by electronics firms such as Hewlett
Packard, NEC, and Oracle.

Residents in the northern communities of Tahoe City, Kings Beach, Tahoe Vista, and Carnelian Bay are
separated from the rest of the county in the winter months by the physical barrier of Donner Pass. Travel
on Interstate 80 is difficult in the winter months, but heavy traffic flows through Placer in dl seasons of
the year to take advantage of amyriad of outdoor sports and indoor activities in the Tahoe region.

In general, the geographic scale, diversity, high rate of population growth, and heavy flow of auto traffic
through Placer County present formidable challenges for the provision of heath and human services. In
1990, the total population was 172,796. The 2000 population is projected to be nearly 250,000, an
increase of over 40%. Loca resources to address health-related needs can be described in five categories,



including 1) hospitals, 2) private providers, 3) community-based organizations, 4) coalitions and
collaboratives, and 5) other resources or influences.

1. Hospitals

There are three hospitals located in the southern end of the county, including Sutter Auburn Faith
Hospital (108 beds), Sutter Roseville Medical Center (168 beds), and Kaiser Roseville (xx beds).
Residents in the northern end of the county rely primarily upon Tahoe Forest Hospital (72 beds) across
the border in Nevada County.

2. Provider</Clinics

Most physicians practicing in Placer County are members of group practices managed by Sutter Health
Systems, Kaiser Permanente, or the University of Californiaat Davis Medical Group. Community-
based clinics include Chapa De Indian Health Clinic in Auburn, which serves the Native American
population for afive county region, Placer County DHHS clinicsin Auburn, Roseville and Tahoe, Tahoe
Forest clinic servicesin the Tahoe area, and avariety of urgent care clinics throughout the county.

3. Community-based Organizations

There are adiverse array of community-based organizationsin Placer County that provide support
services for individuals and families. Key organizations that contract with DHHS for the delivery of
services that are particularly relevant to the implementation of SB 1846 include:

* Placer Women'’s Center/Peace for Families — Focus on domestic violence prevention and
intervention. Services include counseling, a battered women’ s shelter, residential substance
abuse treatment, legal services, advocacy and education.

e Child Abuse Prevention Council of Placer County - Prevention of child abuse and neglect.
Services and community education provided through three Family Resource Centers (Auburn,
Roseville, and Foresthill), aswell as through school-based and home visiting programs.

* Placer Community Action Council — Operate the Headstart and Early Headstart family support
programs for the county.

e SierraFamily Services— Provide substance abuse treatment services and mental health
counseling in the county, with officesin Roseville, Auburn and Tahoe.

* TheLighthouse Center — An education-based family resource center in Lincoln established by
the Western Placer Unified School District through use of state Healthy Start program funds,
DHHS contracts, federal Family Preservation funds, and a variety of private funding sources.
School psychologists and social work interns are based in elementary and middle schools, as well
asin Center sites at the local high school and within the community. Services include counseling,
assessment, and referral to afull range of support services. It also serves asaservice site for the
Women, Infants, and Children (WIC) program.



4. Coalitions/Collaboratives

The Greater Collaborative serves as the central mechanism for public/private coordination of services and
health improvement activitiesin Placer County. The GC was established in 1993 in response to the
requirements of four major funding initiatives. These included the state Healthy Start program, federal
Family Preservation funds, Children’s Mental Health System of Care and the Sierra Health Foundation
Child Hedlth Initiative.

The approximately 100 member organizationsin the GC have made a commitment to a set of core
principles, values, and a shared vision. Key elements of that vision include afocus on the provision of
family-centered services in the community where people live, shared ownership of community concerns,
and a commitment to a broad definition of health.

Magjor accomplishments of the GC include the development of the By the Numbers report (now in itsthird
edition), the Pocket Area Study, and the Youth and Family Report. The By the Numbers report includes a
set of health-related outcomes and indicators that are mutually agreed upon and monitored by local
partners. Findings from the By the Numbers report led to the development of the Pocket Area Sudy,
which detailed local characteristicsin five areas with priority health concerns, including North Auburn,
Lincoln, Central Roseville, Foresthill, and Kings Beach. The Youth and Family Report is one of a
number of concept papers developed to provide a detailed analysis of priority concerns and to guide the
decision making of partner agencies.

Finally, Placer County is a partner in the Regional Outcomes Project, aregiona effort to track health
status and quality of life measuresin Sacramento, El Dorado, Placer, and Y olo counties. The project is
managed by the Healthy Community Forum, and involves the use of an internet-based software tool
developed by the Health Forum. Thistool enables community partners to enter and share data , set

obj ectives, and monitor progress on area time basis.



1. Methods

There were three sources of information used for the eval uation; published documents and internal
memoranda, personal interviews of DHHS leadership and key partners, and awritten survey of service
providers, administrative staff, and supervisors. A description of each processis provided in the
following sections.

A. Documents

DHHS leadership provided a variety of written documents for use as background information on the
DHHS re-organization and service integration process. Key documents included the following:

* Change Process for Re-organization of the DHHS

* SB 1846 text

* AB 1741 text

* SMART System Integration Plan

SMART Memorandum of Understanding

*  SMART Management Team/Placement Review Team Principles

* ThePlacer County Systems of Care Family Team Handbook

»  Placer County SMART Trans-disciplinary Team Report

» CSOC Employee Trainings Listing for 1998/99

» Interagency Agreement Between CA DHS and Placer County DHHS
»  Placer County Consolidated Claim Scope of Work

*  DHHSMCH Community Health Assessment

* By the Numbers Sourcebook of Placer County Community Health Indicators
e DHHS Child and Adult Outcomes Screening forms

* Original and Universal DHHS Client Intake forms

* Original and Universal DHHS Provider Service Authorization forms
e DHHS Shannon |1 Classification Study

Additional documentation provided for the evaluation process included memoranda and other
communiqués related to DHHS participation as a member of the Greater Collaborative, job description
for the Education Integrated Services Facilitator, DHHS organizational charts, alist of CSOC staff
trainings and participants, and pre-post findings of child outcomesin selected categories.

Two funding proposals were also provided, including the application for the federal Boost for Kids
Initiative, and the application for the California Partnership for the Public’s Health Initiative.
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B. L eadership Interviews

A series of individual interviews were conducted with DHHS leadership and key partner representatives
from the public and private sector. There were atotal of 21 individual interviews conducted; 12 with
DHHS leadership, 4 with public sector partners, 2 with private sector partners, 2 with independent
consultants, and one with a state DHS representative. Prior to initiation of the individual interviews, a
group interview was conducted with the Placer County DHHS Policy Board on March 6 to review the
purpose of the evaluation and potentia areas of inquiry. Individual interview subjects and dates include:

Richard Burton
Vicki Spannagel
Mark Miller
Marylee Drake
Carl DePietro
Tad Kitada

Raymond Merz
Don Ferretti
Bob Dunstan
Bud Bautista
Tom Carr
David Gray

Brooke Allison
Frances Kearney
Jane Christensen
Ruth Burgess
Tracy Murphy

(Telephone)
Linda Jackson
Steve Barber
Maureen Bauman
Margaret Gerould

DHHS County Health Officer March 10
DHHS Client Services Program Manager, PHN

DHHS Client Services Program Manager, Lab/Communicable Disease
DHHS Client Services Program Director, Community Clinics
Principal Management Analyst, Placer County CEO

Director of Prevention Services, Placer Co. Office of Education
DHHS Director March 17
DHHS Principal Management Analyst-Training/Safety

DHHS Director of Administrative Services

DHHS Client Services Program Director, CSOC

DHHS Specia Assistant to the Director

Consultant — Outcomes tracking

Executive Director, Child Abuse Prevention Council
Presiding Juvenile Court Judge

DHHS Client Services Section Supervisor

Executive Director, Roseville Community Health Foundation
Director of Special Education, WPUSD

April 14

DHHS Fiscal Officer, Administrative Accounting
Independent Consultant, Management/Operations
DHHS Client Services Program Director, ASOC

Special Assistant to the Chief Deputy Director, CA DHS

April 11
May 19
May 30
June 20

Interviews included prepared questions and follow up inquiries to issues raised by interviewees. Each
interviewee was first asked to describe their roles and overall experiences in the re-organization and
service integration process. Then a series of more specific questions were asked to €licit information
from interviewees on issues relevant to their particular sphere of influence. For example, Client Services
Managers were asked about changes in access, service utilization patterns, cross-program linkages, client
referrals, and staffing dynamics; Administrative Managers were asked about data collection, claims
processes, and contracting; and public and private sector partners were asked about changes in inter-
organizational relationships, roles, and public perceptions.

Each interviewee was asked to identify challenges that have emerged during the implementation process,
and specific steps needed to compl ete the institutional reforms and to fulfill all stated goals and
objectives. Most interviews were recorded and subsequently reviewed to supplement written notes and
facilitate optimal accuracy in the documentation of input.
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C. Staff Survey

A written survey was devel oped and conducted to secure confidentia information from staff on their
assessment of the re-organization and service integration process. Five divisions participated in the
survey, including Community Health, Community Clinics, Human Services, Children’s System of Care
(CSOC, and Adult Systems of Care (ASOC). Effort was made to secure information from both the
southern, more urban and northern, more rural regions of the county.

The primary targets of the survey were staff members directly engaged in the provision of servicesto the
public. A number of survey questions asked respondents to use a rating scale to assess relative changes
in specific aspects of the service delivery process. Other questions were open-ended in design, to elicit
the optimal breadth and depth of qualitative information.

Given the intent of the survey to solicit DHHS staff assessments of the overall SB 1846 process, the
survey was disseminated only to those who had been employed in relevant positions for at least 4 years.
The survey was also disseminated to program supervisors and administrative staff that met this minimum
standard, but analysis was limited to open-ended survey questions that solicited qualitative information.

Fifty (50) questionnaires were disseminated to staff on April 28, 10 to each division. Targeted personnel
were asked to complete the survey, sed it in an attached envelope, and return it to their respective
program managers. Envelopes were collected by the Administrative Secretary to the County Health
Officer, and forwarded via express mail to the SB 1846 evaluation contractor. A total of 46
questionnaires were returned. Four (4) of the questionnaires were not sufficiently completed, and were
discarded.

The information was compiled from 42 of the 50 questionnaires disseminated, yielding atota response
rate of 84%. Questions with structured scales were coded and compiled for graphic and narrative
documentation. Content analysis was conducted on open-ended questions in order to group responsesin
broad categories. Where appropriate, specific responses that effectively illustrated respondent input are
included. A copy of the survey instrument is attached as Attachment 2.
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V. Leadership Interview Findings

Information acquired in leadership interviews was supplemented by areview of relevant written products.
In some cases, initial interviews were followed by additional phone and/or email contacts to clarify
specificissues. Findings are divided into three sections; A) Accomplishmentsto Date, B) Key
Challenges/Obstacles, and C) Discussion.

A. Accomplishmentsto Date

Accomplishments to date in the implementation of SB 1846 are divided into four sections that correspond
with the feasibility criteria cited in the legidation, which called on Placer County DHHS* to implement
and evaluate” four measures; 1) asingle system of universal intake, 2) an integrated service system, 3)
the centralization of administrative and management support systems, and 4) an outcome-based system of
reporting and accountability.

1. Universal Intake

The overarching goal in the development of a universal intake system was to establish a more efficient
screening process that provides asingle point of entry for a series of community-based integrated service
centers. Theintent in the design of a new written form was to create a more efficient and user-friendly
tool that reflects and facilitates a more comprehensive approach to health improvement.

Thefirst step in the process of developing a universal intake form was the establishment of a committee
in 1996 comprised of 25 staff and leadership representing a full scope of expertise and experience. The
initial focus of work was to map out all of the different intake processes used by DHHS for different
clients. Forty-four (47) different screening processes were ultimately identified by the committee.

At the completion of theinitial review (6 months), a sub-committee was formed to focus on the
development of a single intake form to be completed by clients for cash aid programs (what had been
welfare programs); including AFDC, Medi-Cal, General Assistance, and Food Stamps. The sub-
committee was comprised of aworker from each of the programs under review, and 2 each from
Roseville and Auburn). Each of the members had multi-disciplinary experience.

The sub-committee found that the intake process for these programs alone comprised 44 pages of forms.
Much of the information solicited in these forms was duplicative. For the next 4 months, the sub-
committee went through and reviewed the forms to determine what information was essential, and came
up with a5 page form. Thisform was then reviewed in consultation with state and federal agenciesto
ensure that all pertinent information was covered. Placer County received formal approval from the state
for use of thisformin 1998. A copy isincluded as Attachment 3.

Parallel review processes were undertaken for intake forms completed by providersfor service
authorization, termination, and referrals. Again, the focus was to produce a single, more user friendly, yet
comprehensive tool that facilitated a more comprehensive approach to health improvement. The most
recent revisions were completed in April 2000. A copy isincluded as Attachment 4.
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2. Servicelntegration

The charge of the integrated services re-organization committee was to assure that any person could be
efficiently linked to the full scope of services available through DHHS and partner agencies. The
fundamental idea advanced by the committee is the support an integrated service delivery system that is
person-centered, rather than topic-centered. Asa part of its work, the committee reviewed re-
organization processes in other California counties (e.g., Alameda, Napa, San Diego).

Service integration accomplishments are divided into four sections, @) DHHS Job Re-classification, b)
Trans-Disciplinary Teams, c) Skills Trainings, and d) Agency Partner Initiatives.

a. DHHS Job Re-classification

One of thefirst tasks in the integrated services re-organization process was a critical review of job
classifications. The purpose of the review was to determine what changes might be necessary to align
staff and leadership positions with the consolidated DHHS divisions and the family-centered, trans-
disciplinary approach to service delivery. The review was completed in July of 1996, and DHHS
leadership began to implement the recommendationsin the fall.

Impetus for the study was generated by two emerging trends associated with the re-organization and
service integration process; 1) growing confusion among staff who had categorical program, or content-
based titles, but an expanding scope and overlap of job responsibilities, and 2) growing dissension among
staff who perceived themselves as having similar job responsibilities, but had salaries that were less than
fellow employees. Key recommendations of the study included:

* Create asupervisor level job classification that appliesto all divisions, and establishes different
levels based upon four criteria; level of responsibility, independence and impact of activities,
decision-making authority, and scope of functions and programs. The resulting three supervisor
level job categoriesin ascending order of authority would be Client Services Program Supervisor,
Client Services Program Manager, and Client Services Program Director.

» Combine the Mental Health Therapist job series and Socia Services Practitioner job seriesto
create amore inter-disciplinary job series entitled Client Services Practitioner. Staff are required
to hold a Masters degree, and handle case work for more complex clients, devel op treatment
plans, and provide clinical trestment. The three job categoriesin ascending order of authority
would be Client Services Practitioner | and I, and Senior Client Services Practitioner.

e Combinethejob seriesfor Social Service Workers, Mental Health Counselors, and GAIN
Vocational Counselorsto create a more inter-disciplinary job series entitled Client Services
Counselor. Staff are required to hold a Bachelors degree, and carry out case management work
such as intake and screening, counseling, the implementation of treatment plans, and referrasto
other community resources. The three job categoriesin ascending order of authority would be
Client Services Counselor | and 11, and Senior Client Services Counselor.

* Combinethejob seriesfor Mental Health Assistants and Shelter Care Specialists to create amore
inter-disciplinary job series entitled Client Services Assistant. This paraprofessional/technical
series would provide direct client support services, assist in the implementation of treatment
plans, and perform housekeeping tasks at residential care facilities. There are two levels of
classification, Client Services Assistant | and I1.
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The study also recommended the revision of a number of individual senior positionsto reflect the DHHS
reform process, most notably the creation of the Director of Administrative Services, a senior
management position responsible to direct and manage the work of all supervisory, professional,
technical, and administrative support staff on a DHHS department-wide basis.

The study did not propose revisionsin job classifications for job series in some categories, in
acknowledgment of aneed for amore incremental process in the revision of physical health and other
specialized areas. Job series classifications not addressed in the study included:

e Environmental Health

* Medical Paraprofessionals
*  Nurses/Practitioners

* Public Health Laboratory
 Animal Control

DHHS leadership adopted and fully implemented the recommendations of the study over the course of the
following two years (1996-98). In 1998, DHHS began to move incrementally into arevision of the
Nurses/Practitioner and Medical Paraprofessionalsjob series. Thefirst step was the creation of a PHN
Supervisor position as part of the Client Services Supervisor classification. The creation of thi-3( Serv)i-3f3othe
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priority needs and desired outcomes, and to devel op a service plan (including the assignment of tasks for
appropriate team members). One team member is assigned to be the facilitator of the team meeting to
assist in the optimal management of the process.

Early in the team meeting, the group devel ops a set of ground rules for working together. Two essential
ground rules for DHHS are to protect the confidentiality of clients and to emphasize client safety as the
principle concern in all aspects of the service delivery process. Other common ground rules focus on
group processes that ensure optimal productivity (e.g., mutual respect for diverse perspectives).

In the implementation of the service plan, the lead staff has the authority to assign tasks to team members,
and/or to refer clientsto provider agencies. S/he also has the responsibility to ensure that tasks are
completed with the appropriate level of quality and in atimely manner. Completed service plans are
reviewed by a supervisor, who verifies that all team members are in agreement with the designated
approach and scope of services.

A Network Provider Progress Report form was developed for lead staff to submit periodic service plan
updates. The updates provide feedback that directly link service plan processes to outcomes reporting.
This one page form prompts service providersto identify strengths and progress made by clients towards
achievement of identified outcomesin 6 core categories (see section 1V. A. 4). Updates are reviewed and
re-authorized by supervisors.

Service plan updates are a so reviewed by an Outcome Review Team (ORT), which includes consumers,
family members, service providers, supervisors, and managers. The purpose of thisreview isto bring
together an independent group of individuals outside the team who can provide an objective evaluation of
the care management process. |If additional information is needed, team members may need to meet with
ORT members. If ORT concerns are not addressed by the additional information, some revisions may be
required in the service plans prior to approval.

If, for any reason difficulties arise in the management of a specific case, there are a series of three appeal
processes that may be triggered. They are asfollows:

» If team members (including the client and family) cannot agree on a service plan, the issues of
concern are referred to 2 members of the SMART Management Team (SMT —seell.A.) to seeif
they can agree upon a‘tie breaker” course of action.

« If the2 SMT members cannot come to an agreement, the issues are referred to the full
membership of the SMT for review.

* Intheevent that the client chooses to appeal the decision made by the SMT, theissues are
referred to the SMART Policy Board for final determination.

A Family Team Manual was developed to provide clients with an overview of the trans-disciplinary
team process, client, family and staff roles, targeted outcomes, and appeal processes. All processes were
formalized through the development of SMART Management Team/Placement Review Team
Principles, which provide clear guidelines for DHHS and partner agency leadership in the oversight and
management of trans-disciplinary team processes.

In practical terms, the near term application of the trans-disciplinary concept involves the lead staff
member managing the care of clients with the support of team members who perform designated tasks in
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areas requiring specialized expertise. A key benefit is that decision making on the full scope of services
in aplan is streamlined and authorized at one juncture in the process. The lead staff member is
responsible to ensure that tasks are performed, the client is progressing towards identified outcomes, and
that appropriate adjustments are made in the service plan at different stages of the process.

It is expected that as team members acquire a broader range of professiona skills through formal
trainings, knowledge sharing, and field practice, the lead staff member may assume direct responsibility
for an increasing scope of service components.

The trans-disciplinary concept is also being gradually phased in at the Human Services Division and the
ASOC Division. Inthe Human Services Division, thereis a strong emphasis on a team-based approach to
client servicesin the operations of the CaWorks/Community Services Centers. There are 8 office
locationsin the county where some CalWorks services are provided. Three (3) of the 8 are operated as
one-stop centers that provide a broad spectrum of services. Core services include:

» Job development/retention

»  Employment and personal counseling

» Parent training

»  Child care/ child development services

* Waeélfaredligibility (e.g., CaWorks, MediCal, TANF, GR, Food Stamps)

Use of the universal intake and screening forms exposes clients to a broader array of potential services
and support systems through referrals by Human Service team members. Teams at these sites are
comprised of the following staff members:

o Weéfare-to-Work (WTW) case managers

» Job Club facilitator

» Eligibility worker

* Intake staff (referrals and walk-in)

* Mental health counselor

» Trainers (expanded scope of work includesinterview practice, resume devel opment)

Some sites also include staff from the Placer County Office of Education (PCOE) to assist with child care
placements. The Roseville One Stop Career Center also includes staff from the Roseville Adult
Education School to assist with job retention training, life skills training (e.g., money/time management),
and basic skills (e.g., math, English).

While each member of the on-site teamsis primarily responsible to carry out their specialized functions,
there is evidence of considerable overlap in the performance of tasks. For example, the Job Club
facilitator has taken on an expanded role in group trainings (e.g., self-esteem), trainers are taking on
employment counseling tasks (e.g., interview practice, resume development), and eligibility workers are
providing support in case management.

Initially, the expansion and overlap of work functions was driven by aneed to expand capacity quickly in
order to get clientsinto the employment pool. Astime has gone on, trans-disciplinary skill development
has provided greater flexibility in the use of staff and responding to fluctuations in demand for specific
services.
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Staff at one-stop sites hold weekly team meetings, primarily to discuss difficult cases, but also for general
problem solving. Supervisorsindicated that staff strongly support the opportunity to discuss cases on aregular
basis with providers with diverse expertise; that it provides them with a much broader scope and depth of
information with which to resolve complex client issues. Interviewees cited anecdotal evidence that co-
location (call for replication at other sites) at one stop CaWorks/Community Service Centers has
substantially streamlined the workload of individual staff, and has benefited clients.

c. SkillsTraining

Animportant element of Placer County DHHS efforts to build trans-disciplinary capacity among staff is
the provision of targeted professional training in avariety of content areas. Asisthe case for other county
health and social services agencies, Placer County ensures that service providers fulfill mandatory CEU
requirements for continued licensure.

Documentation of trainings provided in-house or authorization for staff participation in external trainings,
however, clearly demonstrates a commitment to expand the scope of professiona skills among staff. A
review of trainings for the period 1998/99 yielded atotal of 17 distinct content-based trainings with a
minimum of 4 staff participants; and an additional 21 external trainings with 1-3 staff participants. A
sampling of topic areas and the number of participantsinclude:

* Foster care placement (3 trainings) 87
» Domestic violence (2 trainings) 44
»  Court appearance skills 28
* Suicideintervention 27
»  Substance abuse assessment 14
e Adoption 13
» Sand play therapy 13

»  Treating the unmanageable adolescent 06

In addition, a number of trainings were conducted that focused on the development of skills that would
enhance the productivity and efficiency of the trans-disciplinary teams and the general integration of
services. For the same period of time, there were atotal of 8 distinct trainings with this broad emphasis.
A sampling of topic areas and the number of participantsinclude:

*  Wrap around services 38
e Mastering meetings 23
» Petitions/genera writing skills 17
e How to get organized 16
* Cross-cultural awareness 14

These types of trainings are viewed as essential to fostering a sense of shared mission among trans-
disciplinary team members, and to address potential weaknesses in basic skill areas that could
substantially undermine group function.

d. Agency Partner Initiatives

A review of written products and documentation of proceedings with county, city, and community-based
stakeholders in the public and private sector yields strong evidence of extensive outreach and engagement
by Placer County DHHS. While documentation of al informal and forma linkages established and/or
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expanded during the last 4 years is beyond the scope of this report, a number of accomplishments are
particularly relevant to the implementation of SB 1846.

DHHS and PCOE created ajointly funded position entitled | ntegrated Services Facilitator (I SF), aclient
services program supervisor position based at the county, with 50/50 funding from CSOC and the Placer
County Office of Education. The role of the ISF isto manage child referrals from PCOE and to provide
representation of the education voice. The ISF isaso the supervisor of one of the CSOC trans-
disciplinary teams.

DHHS has avariety of staff deployed at four Family Resource Centersin Lincoln, Foresthill, Roseville,
and North Auburn. The centers are funded through a combination of state (e.g., Healthy Start), federal
(Family Preservation funds) and county contracts. The lead agency for the center in Lincoln (the
Lighthouse Center - see section I1.F.3) isthe Western Placer Unified School District, which provides the
facilities and janitorial services.

The family resource centers serve as the basic infrastructure to get a combination of public and private
sector services out into the community in an efficient, cost-effective, and comprehensive manner. A
number of interviewees cited these entities as a key resource that yields less duplication of effort and
more targeted application of resources. Additional family resource centers are currently being established
in North Auburn and Central Roseville.

One of the more tangible external impacts of the DHHS re-organization and CSOC service integration
processin the first 4 years relates to the management of child protective services (CPS) cases. Prior to the
integration of CPS with MH and Probation, the county Juvenile Court Judge would have to devote
considerable time to mediate between agency representatives. There was acommon tendency at these
preliminary hearings to suggest that the other agency should have jurisdiction.

In this situation, the judge would have to postpone the proceedings, and convene a meeting to work
through all dimensions of the case to determine appropriate jurisdictions. This often resulted in the loss
of up to ahalf-day of court time, and resulted in longer staysin juvenile hall for youth. The service
integration process has solved this problem, and yielded both more comprehensive and timely services.

The availability of increased court time has enabled the Juvenile Court Judge to deal more extensively
with youth drug cases. In mid-1998, the court expanded the scope of work in the juvenile delinquency
and drug court (established in 1995) to deal more proactively with drug dependency.

Finally, interviewees cited the development of numerous partnership initiatives with private sector
agenciesduring thelast 4 years. Whileit isdifficult to attribute these efforts directly to the
implementation of SB 1846, most reflect an increased emphasis on reducing duplication of services and
leveraging existing community assets. Selected examplesinclude:

» TheDirector of the Placer County Child Abuse Prevention Council cited a steady increasein
DHHS funding support and cooperation to expand effortsin this area during the last 4 years.

* The Director of the Roseville Community Foundation (Sutter Roseville) cited strong county
involvement and support of joint efforts to expand and monitor child immunizations.

 DHHSisworking in partnership with Kaiser and Sutter Roseville to conduct trainings and
provide case management services for teen parents.
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These and other public-private sector partnership initiatives are a product of working relationships
established with individual organizations, through shared service delivery sites such asthe family
resource centers and one-stop career centers, and through larger umbrella associations such as the Greater
Collabordtive.

3. Centralization of Administration/Consolidated Health Claim

The primary focusto date in the centralization of administration functionsis the development of a
consolidated health claim (CHC) for all state and federal funds. The claim permits Placer County DHHS
to process one invoice for 15 different programs. Prior to the development of the CHC, the county had to
generate up to 20 different invoices that were calculated separately and with different methods.

The development of the CHC began as part of the AB 1741 Pilot Program. One of the outcomes of
implementing a unified intake and case management process was that the inconsi stencies and
inefficiencies in the administrative reporting and claiming processes became more evident. After a
review of al administrative processes, DHHS approached State DHS |leadership and proposed the
development and piloting of a consolidated approach.

Placer County’s CHC is modeled after the federally approved Welfare Administrative Claim. Specific
program costs are based upon time study analyses conducted by program staff for a one month, mid-
guarter period. Time study findings are entered into spreadsheet format and recorded as units of time by
program and activity. Each activity total is divided by the program total to generate aratio of
expenditures for each activity. Salary and benefit costs are divided into three pools; program staff,
administrative staff, and other professionals (e.g., professionals who do not work directly with the
programs). Examples of the programsincluded in the CHC include:

- CCS

- CHDP
- CPSP
« AFLP

» AIDS/HIV Education and Testing

e Communicable Diseases (e.g., TB)

e Immunization Education and Outreach
» Lead Prevention

« MCH

e Tobacco

e WIC

e Denta Care

Following the development of the claim, Placer County DHHS had a series of meetings with state, and
secured approval to pilot the CHC from the state DHS and the federal Health Care and Financing
Administration (HCFA). They began to pilot the claim in fiscal year 1998/99.

Piloting the CHC called for substantial changes in the accounting practices of administrative staff. Prior
to the use of the claim, staff had to track each grant of each program separately by line item to compare
expenditures with budgets. Expenditures are still tracked against allocations, but staff are able to look at
the total instead of the line items and reconcile figure on a single spreadshest.
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The claim uses al expenditures from DHHS budget units. Theresult isthat the total costs for each
program are visible. Asaresult, for many programs the costs are considerably higher than they appear to
be when invoices were processed individually. With the individual invoice method the costs all ocated to
the programs were limited by the allocation and the line item budgets. Administrative |eadership noted
that staff should have been able to track actual coststo the programsin spite of the fact that they couldn't
bill all costs, but had difficulty understanding that one could cost account to a program even though the
costs can't be claimed. The mind set has been that only costs in the five line item budget can be cost
accounted to each program. The claim provides both increased clarity and flexibility in cost accounting.

In general, DHHS leadership reports that the claim is being paid by the state. For the time being, they are
still required to generate a separate contract or agreement and line item budget for each program. This
requirement will be waived upon state approval of afinal Consolidated Scope of Work (CSW) that links
program budgeting to health-related indicators and outcomes (see next section). A copy of the CHC is
included as Attachment 5.

4. Outcomes-Based Reporting

There are two primary areas of focusin Placer County’s effort to move towards outcome-based reporting;
the Consolidated Scope of Work (CSW), and the SMART Child Outcomes Screening Tool (OST). Both
are outgrowths of the AB 1741 Y outh Pilot Project implementation process.

The CSW includes a set of 5 magjor objectives, specific activities to be carried out to meet those
objectives, and a strategy to evaluate progress towards achievement of the objectives. Theintent of the
CSW isto shift the accountability of DHHS from an emphasis on inputs (i.e., volume of categorical
services delivered) to an emphasis on outcomes. In this context, DHHS responsibility expands from the
delivery of servicesto the design and implementation of programs that yield tangible impactsin the
aggregate (i.e., populations and communities). If fully implemented, this approach to accountability
creates an information feedback loop that encourages ongoing quality improvement at the level of
individual programs and in the operations and management of the larger institution. Placer County
DHHS leadership and staff are currently meeting with State DHS representatives to review and revise the
CSW for final approval. A draft copy of the CSW isincluded as Attachment 6.

The OST was initially designed by Placer County and authorized by the state Department of Mental
Health as an adternative method to assess the impact of child mental health services. This pilot within the
AB 1741 pilot was entitled DMH PODS (Performance Outcome Datad), and enabled DHHS and the State
to explore the relative value and implications of this alternative methodology for program evaluation.

The use of the tool was expanded for use by all county child services during the SB 1846. A parallée
instrument has also been developed for adults, and is being phased in for usein all county programs.

DHHS has also begun to require its use by community-based organizations with county contracts. In
addition, United Way has promoted the use of the OST with 30 organizations who receive funding.

The OST listsa set of 5 outcome categories; each with between 2 and 6 more specific outcome sub-
categories, for atotal of 20 measures. The 5 major outcome categories frame the assessment as a measure
of the extent to which clients are:

« Sofe
e Headthy
e Athome
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* Inschaool (or work/contributing for adults)
*  Out of trouble

Each of the sub-category measures are listed with arating scale that ranges from 5 (the client is self-
sufficient in maintaining the scale and does not require outside assistance) to 1 (immediate outside
assistanceisrequired). Examples of sub-category measuresinclude:

e (Safe- children) Cared for, protected and receiving the necessities of life

e (Safe—all) Not subject to physical, sexua, or emotional violence

* (Healthy - al) Free of disease or illness; or, disease or illness medically managed
(In School — children) Experiencing positive peer relationships at school

e Out of Trouble—all) Engaged in salf-controlled, positive, non-violent behavior

Screenings are conducted by DHHS staff as part of the intake process for all new clients, and serve asa
baseline for evaluating progress towards desired outcomes. Follow up screenings are conducted on an
annual or bi-annual basis, depending upon the status of clients and scope of servicesrequired. DHHS
currently maintains a database of OSTs for over 3000 clients.

DHHS and stakeholder partners have successfully presented data generated by the implementation of the
OST to providejustification for external funding and to target program activities. Three specific
examples were offered by interviewees:

The Western Placer Healthy Start Program — This program started as an internal counseling program
with a couple interns. 1n 1996 they began to use the OST to establish a baseline for measuring the impact
of interventions. The use of the OST as atool for accountability enabled the school to secure a grant
from State Healthy Start program and from the United way to expand school counselor support. In the
following year, the school secured $80,000 in Federal Family Preservation and Support funding. There
are 15 MSW and School Psychologist interns from aloca college working with school counselorsto
address arange of student support service needs.

Community Challenge Grant Program — A teen pregnancy prevention program in Kings Beach,
Lincoln, and Roseville was faced with reduced funds in 1999 due to the scaling back of a State program.
The focus of the program during the first 3 years had been limited to education and encouragement of
abstinence. The county reviewed data from the OST, and found that there was a significant subgroup
whose needs transcended the program (i.e., engaged in risk behaviors).

By identifying this cohort through areview of the OST, the county was able to justify the transferal of
funding from another program to address this need. In essence, the data served as a key resource for
identification of unmet needs and the targeting of early intervention.

Rock Creek School After School Programs— Growing concernsin 1999 about student school
performance and youth risk behaviors were accompanied by the revelation that there were no after school
programs. In response to arequest for information, DHHS presented data that showed that a small cohort
of youth who were provided support services had done better than a smilar group on a number of OST
measures. The data provided justification to secure funding from United Way to devel op after school
programs and to leverage contributions from other stakeholders.

Copies of the Child and Adult OST forms and pre-post data and graphic findings for the first two
examples are provided as Attachments 7 and 8.
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B. Key Challenges

Interviewees were asked to identify key challenges associated with the implementation of the SB 1846
pilot process. Some of the identified challenges have been resolved; others remain as obstacles to moving
forward. Responses are consolidated and grouped into the four areas of focus for assessing the feasibility
of the pilot program.

1. Universal intake

Challenges identified by interviewees associated with the universal intake form were limited to the
development and early implementation phase of the process.

One interviewee cited general fatigue and declining participation among members of the Universal Intake
committee after the first six months of meetings. It was suggested that this was aresult of competing
time demands for service providers and an overly broad and ambitious scope of work. The formation of
the sub-committee and the limited focus on cash aid programs contributed to are-invigoration of the
planning process.

Another interviewee cited substantial staff resistance to the use of auniversal intake formin the earlier
stages of the implementation process. The basis for resistance was a combination of being “married” to
their historical processes, and concern that some areas of concern (unspecified) may be overlooked with a
single, streamlined intake process.

Another early challenge identified was the length of time required by the State (two years cited) to
conduct an analysis of the intake form. While there were afew meetings, most contacts were limited to
problem solving on the phone.

The fourth challenge cited was that a number of staff expressed concern about increased potential for
fraud in determining eligibility with the consolidated intake form. It was suggested that insufficient
attention to thisissue in the early phase of development resulted in unnecessary confusion and conflict
later in the planning process.

2. Serviceintegration

Many interviewees cited alack of staff capacity as an ongoing challenge to service integration. Specific
issues identified included shortages of professiona staff (e.g., social workers, probation officers, PHNS),
high casel oads, high turnover (attributed in part to more extensive skill development), changesin work
locations and skill development/diffusion. Diversity in organizational culture among staff integrated from
different agencies was also cited as a challenge that resultsin variations in the ability to operate in ateam-
based environment. Another specific capacity issue cited was alack of clarity and consistency among
staff about confidentiality issues.

A number of interviewees cited general resistance among staff to the scope of change demanded by the
re-organization and service integration process. This resistance entered the public arenain 1997 and 1999
through campaigns coordinated by local organized labor. Claims ranged from unfair labor practices (e.g.,
inappropriate casel oads, administrative demands) to concerns about a reduction in the quality of services.
In an effort to respond to concerns raised directly by employees and through organized | abor, the county
engaged a consultant with extensive |abor negotiation and organizational development experience.
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A common concern that has emerged among a number of California counties engaged in reform processes
during the last decade is that public opposition from organized labor may be driven primarily by
employees who tend to be less productive and more resistant to change. Preliminary findings by the
consultant in Placer County, however, indicate that this dynamic does not appear to be amajor factor in
the current situation.

The primary factor cited isalack of staff management skills among program supervisors. Many of these
individuals have been recently promoted to leadership positions as a result of superlative performancein
their role as service providers, but lack the sophistication to manage a highly interactive, horizontally
organized team approach to service delivery. The resulting tendency may be to fall back on more
hierarcha, “command and control” strategies.

These tendencies are manifested more frequently in environments where there is uncertainty associated
with rapid change and time pressure associated with increased workloads. In this situation, some
supervisors may view staff feedback as problematic, rather than a source of information. The result may
be that proposals and concerns expressed by staff members who are highly motivated are censored and/or
ignored. Thisin turn may contribute to further resistance or conflict. In this context, according to the
outside consultant, organized labor may be “recruited” to channel information to the leadership that is not
being conveyed by mid-level supervisors.

A number of interviewees also identified alack of understanding of the dimensions of the process among
the county political leadership as an ongoing challenge. One step taken by DHHS leadership to respond
to this challenge was to initiate meetings with the Board of Supervisorsin 1997 to address a number of
emerging concerns, including:

» Perception of potential negative impact upon quality of services (e.g., loss of expertise)
» Political pressure from special interest groups

» Concern that grassroots orientation may unleash unwelcome level of activism

»  Affinity for the concept of integration, but only in fiscal terms

DHHS has continued to educate and engage County Supervisors and other members of the political
leadership on these and related issues. Periodic turnover in the political leadership will require focused
dialogue at particular junctures, as well as a broader educational process for the public at large.

Some interviewees cited continuing State and Federal funding parameters as challenges to the integration
of services. Despite agreements reached for implementation of the SB 1846 pilot, one member of the
DHHS leadership indicated that there are anumber of categorical program requirements still in place that
stand as obstaclesto reform. Current CWS/CM S requirements were said to reduce productivity by 15-
40%, and impede the development of an integrated MIS. Another interviewee cited the rura component
of the 1997 Federa Balanced Budget Act as a magjor obstacle to the integration of services.

A related challenge cited by one interviewee is that more flexibility is needed from the State in the use
CaWorks funding to provide childcare and other support services. Given the low unemployment rate,
thereisarelatively rapid shift of unemployed from Stage 1 (unemployed who need training, GED, etc.) to
Stage 2 (employed, but receiving child care on sliding scale fee + other support services) and Stage 3
(employed with higher rates of pay, but still receiving some level of support services).

A current challenge identified in the Human Services Division is the consolidation of the client file
system. Despite effortsto integrate, they may have 3 case foldersfor asingle client (e.g., OE for child
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care, MediCal digibility, and WTW). It was suggested that concerns about confidentiality could be
addressed by developing a separate sub-file for mental health and CPS issues.

One of the more profound challenges cited by interviewees was a dramatic increase in child protective
servicereferrals. In 1996, there were 200 children a year referred to the CPS program. When the county
began to integrate CPS with MH and Probation, there was a four-fold increase. The increase was
attributed to two primary factors:

* Prior to the integration, the county required clear evidence of abuse, an order to intervene by the
court, or aformal statement by the victim in order to act. Now, if there is any evidence, the
county initiates dialogue with parents, and if necessary, negotiate an agreement to resolve
identified problems.

* DHHS and PCOE successfully advocated for ajudicial order that requires open communication
between CPS DHHS employees and the Office of Education. The combination of the ruling and
increased awareness generated by the process resulted in a substantial increase in referrals.

This dramatic increase in demand confronted DHHS with a substantial staffing and financial crisisin
1997. Since state funding was based upon the prior 3 years of funding, there was a big gap between
demand and capacity. The county |eadership approached Sacramento, and secured some supplemental
funds that enabled them to respond. Despite the additional funding, the gap between demand and
capacity forced CSOC to step back from the full implementation of the trans-disciplinary team structure.

Three (3) of the 5 trans-disciplinary teams were converted to more traditional multi-disciplinary teams
that coordinated services for children placed out of homes; the remaining two trans-disciplinary teams
managed children and families who required comprehensive in-home services to avoid placement. CSOC
capacity was gradually expanded in 1998 with the hiring of additional staff. In the spring of 1999,
leadership began to pair the two sets of teams to facilitate skill sharing and gradually re-establish the full
implementation of the trans-disciplinary concept.

One interviewee framed the challenge of the service integration process in genera terms, indicating that
the county is faced with a*“double whammy” in its efforts to “Implement a dynamic innovation that yields
amore intensive approach to service delivery, and at the same time deal with a high rate of population
growth that places increased demands upon the system.” A related challenge identified by another
interviewee is that the population served by the county tends to experience more acute and complex

health problems, at the same time that per capita reimbursement has decreased.

3. Centralization of Administration/Consolidated Health Claim

Challengesidentified in this area were almost exclusively focused on the dynamics of relationships with
State agencies.

The primary problem cited is that the CHC was initially negotiated with members of the State DHS
leadership, but it is being implemented at the program level. Even though Placer has a statutory waiver,
there is often resistance at the management and operations level. Much of it is passive resistance that is
manifested in slow responses and requests for more information. In some cases, accounting staff are
being asked to provide, aong with the claim, cost reports and invoices prepared using the old methods.
For the most part Placer County DHHS has refused to do this. Resistance of State program level staff
was attributed to three primary concerns.
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e Lossof publicvisibility for individual programs
* Lossof legidative support for categorical programs
* Reduced justification for existing staffing patterns (e.g., program coordinators)

The general expectation was that Placer County DHHS would submit the CHC, it would be paid by DHS,
and programs would be informed how much had been paid out. Aslong as the program tasks were being
performed (as determined by program statistical reports) the payments were to be paid as claimed. One
interviewee noted that it should be understood that the claim is awork in progress and changes are
expected, and there needs to be people at DHS who understand and will follow on theinitial agreements
by requesting changes when the claim doesn't work the way it was expected.

Resolution of these issuesis also impeded alack of aformal infrastructure at the State to broker, codify,
and diffuse agreements associated with SB 1846. There was no appointment of alead among the State
leadership in 1996, and no funds set aside to support the process. Some support and problem solving was
provided on an ad-hoc basis by the senior State staff member charged with managing the AB 1741
process, but effectiveness and continuity was limited by alack of internal support and focus. Moreover,
during the period of time when the Wilson administration wound down and the Davis administration
geared up, it was difficult to garner the attention needed to resolving issues of concern.

Asit stands, the county has to negotiate many of the accounting issues with the State on a department-by-
department basis. This challenge is compounded by the fact that there are many new program
coordinatorsin the State DHS. Asaresult, county leadership are having to pursue awhole new learning
process to facilitate support of the consolidated claim approach. According to some interviewees, the
State DHS Director has begun to express support and devote attention to SB 1846 and related county
health agency reform issues.

4. Outcomes-Based Reporting

Challenges identified by interviewees for this component of the re-organization and service integration
process focused primarily on methodological issues. The consultant hired by Placer County to develop
the Outcomes Screening Tool was faced with the difficult task of capturing and distilling the complex
processes of a comprehensive approach to service delivery, and linking those complex processes to
tangible outcome measures. In thefirst year, thisinvolved dealing with the fact that there were 28 distinct
reporting lines just within the health services division.

The evaluation consultant also cited political opposition to moving towards outcome measures from
interest groups who measure accountability in terms of available units of service for specific constituents,
rather than the relative efficacy of the intervention to alleviate (or prevent) associated conditions. It was
suggested that input-based accountability is reinforced by traditional university-based research initiatives
that simplify complex systemsin the interest of documenting statistically significant impacts. Asaresult,
the tendency isto reify the silo approach to service delivery.

The other major challenge identified by interviewees was alack of resources to invest in a management

information system (MIS) that would support more systematic, pre-post monitoring of program activities,
ingtitutional reforms, and community level outcomes. Additional resources would also be needed to
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C. Discussion

Consistent with the format of the two prior sections, the discussion of findings from the interviewsis
grouped into the four areas of focus for assessing the feasibility of the pilot program.

1. Universal intake

By securing State and Federal approval of the universal intake form and implementing it a department-
wide basis, Placer County has successfully fulfilled the criteriafor this component of the SB 1846 pilot.
An extensive audit of client cases would be necessary to determine if important information may be
overlooked, and if so, whether there is a detrimental impact (e.g., increased fraud) relative to previous
intake processes.

It ismore likely that there has been an increase in access to programs and services, given the
comprehensive nature of information collected for completion of the universal service authorization
intake form and outcomes screening tool. An extensive pre-post analysis of client cases with similar
profiles would be necessary to determine if there has been an aggregate impact in thisarea. A
comparative study of CPS cases may be an optimal starting point, given the volume of data available.

In future reviews of processes and/or development of tools, it will be important to establish clear goals,
objectives, and timelines for accomplishment of defined tasks. Of equal importance, the goals and

obj ectives must be reasonable; committees should avoid setting overly ambitious targets that are not
likely to be met.

In retrospect, it may have been more appropriate to delineate a set of key junctures in the work of the
universal intake committee when specific products would be completed. At each juncture, there would
optimally be critical review of the process and an exploration of revisions (e.g., changein direction,

obj ectives, committee membership) that would enable the process to move forward in an appropriate and
definitive manner.

DHHS leadership should also seek to minimize the implicit penalization of staff participants. To the
extent feasible, DHHS should explore ways of shifting some portion of daily workloads to allow
committee members to accomplish necessary devel opment tasksin atimely and high quality manner.
Thisis not dways possible, but it is a standard that should be pursued in order to foster |eadership,
respect, and commitment among staff.

2. Servicelntegration

Despite the emergence of operational challenges and the specific manifestation of conflict between
supervisors and staff, findings from thisinquiry and that of the County’ s organizational devel opment
consultant indicate that there is almost universal support of service integration, re-organization, and
increased investment in prevention among staff. There is aso a consistent perception among those
participating in the delivery of integrated services that the changes have made a positive difference in the
lives of local residents.

Many of the operational challenges can be resolved through an emphasis on cooperative problem solving,

and an avoidance of tendencies to apportion blame or punishment. This could be pursued informally, but
would be significantly enhanced by providing aformal structure that allows for staff and supervisors to
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aggregate concernsin a proactive and timely manner. For managers, some protocol may be helpful to
ensure they are responsive to input.

One of the retrospective findings of the universal intake sub-committee was that the direct engagement of
line staff in the process helped to create a support network of champions to implement the final product.
Thefinal product was presented to the Policy Team, and then it was filtered down to supervisors. This
approach exemplifies the importance of organization-wide involvement to build support and shared
commitment.

Another important step to be taken is the expansion and formalization of staff trainings. While thereis
strong commitment to professional development and building trans-disciplinary capacity, thereisaneed
for amore systematic approach to the assessment and expansion of staff skill sets. A tool might be
devel oped that enables DHHS to identify, document, and address gaps in expertise among staff. This
information could be entered into a database that would permit the organization and tracking of progress
in each skill area.

In the process of becoming more systematic, staff and leadership will likely identify new content areas
that should be added to the scope of trainings to be provided. For example, it may be appropriate to
develop atraining module that focuses on alternative approaches to management and decision making.
Based upon the information collected through thisinquiry, there is substantial basis for expansion in the
scope and intensity of team-related trainings. In the long term, it may be optimal to establish a
specialized training unit for ongoing facilitation of the service integration process.

One of the next steps in the processis to determine how to make optimal use of surplus program funds
(e.g., Foster Care Placement) to purchase other forms of services or carry out activities that create a more
comprehensive and sustainable support systemsin local communities. While one of the goals of this
reform process is to generate savings that can be invested in primary prevention, taking this step will raise
anew set of issues and potential conflicts with staff.

County health agency staff typically have a strong professional service biasin their approach to health
improvement. It will be important to explore strategies that move beyond the concept of Awrap around@
services to more participatory, direct action approaches to health improvement in local communities. It
will be helpful to engage staff and leadership in an educational dialogue that helps to build common
understanding and prioritiesin a proactive manner in order to make optimal use of surplus funds for
primary prevention.

Thereis some evidence of an evolution in this direction among participants in the Greater Collaborative.
While there was an early commitment to assets mapping as a component of the assessment, theinitial
focus was on the identification of services and service-based organizations. Thereis now a more broad
inquiry into other resources and skills that may be mobilized at the organizational and individual level to
address the underlying causes of health problems.

A final observation in this area of concern is that there are a number of key stakeholders who could be
more extensively engaged as partners. Most notable in this category are local non-profit hospitals, who
are required to demonstrate how they are fulfilling their charitable obligations as tax-exempt health care
institutions. While there are anumber of programs where some coordination is occurring, it is safe to say
that thereis substantial unfulfilled potential. There are agrowing number of examples across the country
of partnerships between hospitals, local public health agencies, and community partners that are working
in collaboration to make strategic investments to address the underlying causes of health problemsin
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local communities. This approach will be essential to ensure the successful and complete advancement of
Placer County DHHS s agenda.

It is also worth noting that there are a number of other funding sources for health improvement that may
not be currently allocated in the most cost effective manner. Most notable in this category are State and
Federal fundsthat flow into local school districts. Examplesinclude Title IV, Title |, Safe and Drug Free
Schools, Safe Schools and Violence Prevention Act of 1999, School Nutrition Program, and School
Pregnancy and Prevention. Most schools use the funding from these programs to hire specidists (e.g.,
reading), rather than pooling these funds with other stakeholders to address these issuesin amore
systematic and sustainable manner.

3. Consolidated claim

If communications and decision making issues can be resolved with the State, the next step may beto
consider amovement towards afull scale trust fund, or block grant approach to state resource alocations.
An existing model being tested is an integrated services center that operates as a blended trust fund for
education, Head Start, and CaWorks in Fresno.

4. Outcomes-Based Reporting

By securing State and Federal approval of the outcomes screening tool (OST) and implementing it a
department-wide basis, Placer County has at least partly met the basic feasibility criteriafor this
component of the SB 1846 pilot. A more complete fulfillment of the criteria can be claimed upon fina
State approval of the consolidated scope of work (CSW).

The draft CSW represents substantial progress towards establishing tangible linkages between client-level
monitoring and aggregate outcomes in the larger community. There are a number of aspects of the CSW
that require improvement if it isto effectively fulfill its potential.

First and foremost, there are a number of accountability gaps between activities and criteriafor
evaluation. For example, activity 1.1 identifies activitiesto “ Assure professional staff to perform
program specific administration, training, program planning, and policy development,” but there are no
specific tools or data generated in the evaluation that would provide verification (e.g., completed
trainings, pre-post skill assessments). For another example within the same objective, activity 1.2
indicates an intent to “M obilize community partnerships to identify and solve health problems,” but the
evaluation criteriais limited to the compilation of lists of community coalitions by issues or problems the
groups are addressing. The term “mobilize” indicates the intent to take action, yet there is no basisto
determineif the investment of DHHS staff time on this activity has yielded the desired outcome.

On arelated note, the scale of activities outlined in the evaluation component of the CSW raises
substantia capacity and resource questions for DHHS. Successful implementation will require the
introduction of a sophisticated MIS, the training of staff, and the allocation of additional dedicated FTEs.
It is not clear how such an ambitious agenda can be accomplished. One member of DHHS leadership
indicated that they are looking at the potential for adaptation of MIS developed in San Mateo County.
There are plansto pilot elements of the MIS in Human services, but substantial outside funding for
hardware and staffing infrastructure will be required.
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In general, there are avariety of resource issues that should be addressed to sustain and expand upon
accomplishmentsto date. A key concern cited by a number of DHHS intervieweesis how to sustain
efforts to date in the event of an economic downturn. There is a need to develop scenarios for how the
county and local partnerswill re-structure, consolidate, and/or scale back current efforts such as
CaWorks. Thereisaparticular interest in exploring how partnerships with the private sector may ease
the impact of a downturn in support through the public sector.

One example cited by interviewees of a strategy that takes a risk-sharing approach is a criminal justice
program currently funded through Prop. 172. The county is working with partners to set aside areserve
that will cover shortfalls during a future period when there may be areduction in revenue.

DHHS is actively exploring how to use surplus revenue dynamically with the private sector to gain
commitments in the future (e.g., investment in readiness to work, youth leadership development). There
isadesireto move towards a process where DHHS and county administrators office work together and
can make the case to political leadership. This requires building a shared understanding of what are the
overarching priorities, and what are the implications for specific program areas.

In order to do this effectively, DHHS should build the capacity to articulate medium term goals (2-3
years) to the County Board of Supervisors. According to one interviewee, this would free up the County
CEO work more actively as a proponent on broader issues and to engage the private sector.

Moving in this direction may have broader implications for the county budget process. Advancing amore
proactive and rational approach to planning, budgeting and priority setting could have a positive impact
upon resource allocations in other areas of the general fund. Given a more comprehensive approach to
health improvement, it islikely that such changes would have a positive impact upon the DHHS agenda.

In general, there is a need to institutionalize resource development for the county. One approach would
be to create afull time resource development coordinator position to serve as a clearinghouse for
fundraising to secure outside funding that increases program capacity and facilitate internal reforms.
Programs and departments seeking support would be required to actively work with the coordinator and
ensure that all proposals and new funding helps to advance the internal reform agenda.
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V.  Survey Findings

Findings from the written survey are divided into three sections; A) Changes in Service Ddlivery, B)
Identified Benefits and Concerns, and C) Discussion.

Responses for section A were limited to 21 service providers, including 5 Public Health Nurses (PHNS), 5
physical health providers (PHPs), and 11 client services providers (CSPs). CSPsisaterm used for this
evaluation that encompasses all levels of two major job classifications; Client Services Practitioners and
Client Services Counsdlors. The 5 PHP respondents included clinic-based providers, including 1 nurse
practitioner, 1 RN, 1 LVN, and 2 Medical Assistants. Among the 11 CSP respondents, 5 identified a
physical health paraprofessiona emphasis (e.g., nutritionist/dietician, Medi-Cal dligibility, WIC clinic,
lactation educator). The other 6 are based in the human services division.

Responses for section B include responses 42 respondents, including the service providers and 21
representatives of two additional groups, supervisors (12) and administrative staff (9).

A. Changesin Service Delivery

1. Client Case L oads

Seventeen (17) of 21 direct service staff responded to the question regarding changesin client case loads,
including 4 of 5 public health nurses (PHNS), 4 of 5 physical health providers (PHPs), and 9 of 11 client
services providers (CSPs). Twelve (12) of the 17 respondents, or approximately 71% cited an increase in
case loads; 9 specified adlight increase, and 3 specified asignificant increase. Of the other 5 respondents,
2 indicated no change, 2 indicated a dight decrease , and 1 indicated a significant decrease.

Therewas afairly clear division in responses among different provider categories. All 4 PHN
respondents indicated a dight increase in case loads, 2 of which attributed the increase in part to a greater
volume of referrals. Three (3) of the four PHP respondents indicated a significant increase in case loads,
and 1 indicated aslight decrease. Two (2) of the PHPs who cited a significant increase attributed it to an
increased demand for services, and 1 attributed it to the provision of servicesin multiple sites. A number
of respondents cited a combination of factors, such asthis PHN comment that “ An increasein referrals
coupled with difficulty in hiring enough staff has on many occasionsincreased case |oads beyond what
was intended.”

All 5 service providers that indicated no change, a slight decrease, or a significant decrease were CSPs. At the same
time, CSPs also represented 4 of the 9 respondents who cited a dlight increase in case loads. Three (3) of those 4,
however, identified a primary focus on physical health-related services such as MediCal €eligibility and the Women,
Infants, and Childrens (WIC) program. Two (2) of the respondents who cited an increase attributed it at least in
part to staff shortages and turnover.

All 6 CSPs who cited no change or a decrease in case loads a so indicated that the scope of care and
complexity of cases had increased. Other issues cited by CSP respondents include a significant increase
in referrals, more time needed to obtain necessary information in order to deal with full scope of needs,
and an outcomes orientation that requires client tracking and follow up. As stated by one CSP,“ Pure
numbers are less, but our work load is greater because of the integration of services, serving
populations with more problems and not giving up until outcomes achieved.” Figure 1 providesa
graphic representation of responses by job classification.
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2. Time Spent with Individual Clients

Twenty (20) of 21 direct service staff responded to the question regarding changes in time spent with
individual clients, including 4 of 5 PHNSs, all 5 PHPs, and al 11 CSPs. Eleven (11) of the 20 respondents,
or 55% cited an increase; 5 cited adlight increase, and 6 cited a significant increase. Of the other 8
respondents, 5 cited no change, 3 cited a dight decrease, and 1 respondent cited a significant decrease in
time spent with individual clients.

Responses showed some alignment with service provider categories, athough not as clearly as with other
areas of inquiry. Input from the 4 PHN respondents was mixed; 1 cited a dight decrease, 1 cited adight
increase, and 2 cited no change. PHP responses were also mixed; 3 of 5 cited an increase (2 dight and 1
significant), and the other 2 cited adecrease (1 dlight, 1 significant). Responsesfor both job
classifications appeared to be driven by one of two factors; if adecreasein time with individual clients
was cited, it was attributed to an increased workload, (e.g., number of cases, increased paperwork); if an
increase was cited, it was attributed to increasing complexity in client health-related issues.

Among CSPs, 7 of 11 cited an increase (5 significant and 2 dlight), 3 of 11 cited no change, and 1 of 11
cited adlight decrease. Responses within this group followed similar patterns as previous questions; 5 of
the 6 of the respondents that did not cite a significant increase identified a primary focus on physical
health-related services. For those citing an increase, explanations included a need to become more
involved in seeking a broader scope of information from clients, exploring ways to involve other family
members, counseling clients in the acquisition of practicd life skills, and explaining the roles and
responsibilities of clientsin their interactions with agency processes. As stated by one respondent, “ we
take a team approach to problem solving, rather than passing off clients.” Figure 2 provides a graphic
representation of responses by job classification.

3. Interactionswith Practitionersfrom Other Disciplines
All 21 direct service staff responded to the question regarding changes in the number of interactions with

practitioners from other disciplines. Nineteen (19) of 21 respondents, or approximately 90% indicated
either adight or significant increase in interactions.

Again there was strong alignment of responses by job classification.
All 5 PHNsindicated a significant increase; 4 of 5 PHPs indicated a b

dlight increase, and 1 PHP indicated that there had been no change. We ta‘ke a
As acknowledged by one respondent, “ To better accommodate our team ap pr Oach
clients needs, we have to network within our agency and with other
agencies to provide the needed services much more than in the to pr Obl em

past.” .

solving, rather
Among CSPs, 5 of 11 indicated a significant increase, 5 of 11 .
indicated aslight increase, and 1 of 11 indicated no change. Again, 5 than passing
of the 6 CSPs who indicated either aslight increase or no change ff | : t ”
identified a primary focus on physical health-related services such as OIT clients.
Nutrition, Lactation Educator, MediCal eligibility or WIC.

A number of respondents cited specific benefits associated with increased exposure to diverse expertise.
Examples of benefitsincluded enhancement of skills and problem solving capacity and expedition of the
client application process. As noted by one respondent,” | have had the opportunity to work with
individuals from many disciplines. This has enhanced my skills and abilities.”
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Respondents also indicated that the more comprehensive approach resulting from increased interactions
helped clients to become more independent, and created an environment where feedback from multiple
sources with common messages was more likely to yield positive outcomes. As stated by one respondent,
“We meet more often with other practitioners about our clientsthat we have in common. Because
cases are more complex, this has proven to be most helpful when trying to change behaviors.” Figure 3
provides a graphic representation of responses by job classification.

4. Linkagesto Private Sector Agencies

All 21 direct service staff responded to the question regarding changesin linkages to private sector
community-based organizations during the last five years. Sixteen (16) of 21, or approximately 76%
cited an increasein linkages, with 11 of those indicating a significant increase, and the remaining 5
indicating a slight increase. The other 5 respondents cited no change in linkages.

Responses by service provider categories were as follows; al 5 PHNs cited asignificant increase; 3 of 5
PHPs cited no change, and 2 of 5 cited adlight increase. Among CSPs, 6 of 11 cited a significant
increase, 3 of 11 cited aslight increase, and 2 of 11 cited no change. Four (4) of the5 CSPswho cited
either adight increase or no change identified physical health-related focusin their primary work loads.

Respondents cited a wide range of examples among private sector partners, ranging from non-profit
human service agencies to academic institutions, the faith community, schools, advocacy groups, housing
agencies, and local employers. For example, one respondent indicated that “ We are working with several
partnerson site; Vocational Rehab., PCOE child care, Golden Sierra, Roseville Adult Ed., ASOC,
Homestart, FCP, Sierra College, and EDD. It israreto work only with your client.”

While some respondents referenced an increase in the scope of private sector partners, others emphasized
changes in the depth of understanding, contact, and cooperation. Examples cited include exchanges of
materials, joint efforts to identify gaps and solve problems, devel opment of treatment plans, and
collaborative resource development. As noted by one respondent, “ The private sector hasgained in
knowledge as to services they can offer and how it can be a win-win situation for them and us.” Figure
4 provides a graphic representation of responses by job classification.

5. Changesin scope of work “ DeCISIOHS can no Ionger be
Sixteen (16) of 21 direct service staff I
responded to the question regarding made In avacuum bUt mUSt
changes in their scope of work during the include partner s. thair
last four years; 4 of 5 PHNSs, 4 of 5 PHPs, !
and 8 of 11 CSPs. Three (3) PHN concer ns and needs.”
respondents cited an increased investment

of timein internal coordination within

DHHS; the fourth cited increased external coordination. One PHN stated that “ My job has involved
working closer with community-based organizations and state agencies. Decisions can no longer be
made in a vacuum but must include partners, their concerns and needs.”

Two (2) of 4 PHP respondents cited increased paperwork; the other 2 cited an increased scope of services.

As noted by one clinic nurse, “| have the same basic duties but [work is] moreintense dueto an
increasein the amount of paperwork and patient follow up.”
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CSP responses were spread broadly; 2 cited an increased investment of time in coordination with externa
organizations, 2 cited increased investment of time to address client issuesin a more comprehensive
manner, 2 cited an increase in demand for services, and 1 each cited an increase in paperwork and an
increase in the scope of services.

The increased investment of time with clients to address a broader scope of needs was captured well by
one respondent that noted “ We spend more time with clients; more effort is being made to assist the
client, and we are more needs-driven than program- driven as regulations become more flexible.”
Changes cited across job categories could be divided into six magjor categories and summarized as
follows:

* Increased internal coordination (4)

* Increased externa coordination (3)

* Increased involvement with clients (2)
»  Expanded scope of services (3)

e Increased paperwork (2)

* Increased client demands (2)

Not all responses reflect a positive view of changes in the scope of work for direct service staff. Some
respondents expressed concern that too much time is spent tracking client information in charts located in
multiple sites, and that demands associated with a variety of meetings make it difficult to fulfill service
delivery responsibilities. One respondent also indicated that a substantial amount of time is required to
“convince supervisors and staff of [the integrated services] vision and values.” Figure 5 provides a
graphic representation of responses across the 3 job classifications.

6. Changesin Client Profiles

DHHS staff and supervisors were asked to respond to an open-ended question regarding observed
changesin client profiles during the last four years. There were 29 of 33, or approximately 88% of
survey respondents in these four job classifications who answered the question, including 4 of 5 PHNs, 3
of 5 PHPs, 10 of 11 CSPs, and al 12 supervisors. Changes cited across job categories could be divided
into 8 major categories and summarized as follows:

* Increasein substance abuse (11)

* Increased complexity in client needs (9)

* Increasein scope and severity of mental health needs (6)

* Increasein domestic violence (4)

* Increased parental stress and lack of child support associated with work demands (3)
» Barriersto employment (3)

» Transportation problems (2)

» Lack of insurance coverage (2)

Some CSPs in the Human Services division suggested that there have been significant changesin the
popul ations being served, more than a difference in the types and severity of health-related needs. The
inferenceisthat the economic expansion and welfare to work requirements have gradualy shifted the
client base to increasingly difficult cases. As one respondent noted, “ Clients we now serve are less
employable. They are considered hard to serve with multiple barriers. With low unemployment, clients
in our area are ableto get work event with minimal skills. Many do not have high school diplomas and
thereisa significant amount of substance abuse.”
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On the positive side, respondents cited an increased inclination for clients to be independent-minded and
self-sufficient, more aware of options and responsibilities, and less inclined to demand services as the sole
solution to their problems. Figure 6 provides a graphic representation of responses across the 4 job
classifications.

B. |dentified Benefitsand Concerns
1. Most Significant Benefit
a. For Clients

Thirty seven (37) of 42, or approximately 88% of survey respondents addressed the question of whether
clients have benefited from Placer County’ s service integration and re-organization process. Response
frequencies by job categories were asfollows; all 5 PHNSs, 2 of 5 PHPs, 9 of 11 CSPs, al 12 supervisors,
and all 9 administrative staff.

The benefit for clients consistently identified by respondents was increased access to a broader spectrum
of services. Most respondentsidentified one key factor contributing to increased access; 4 respondents
identified 2 factors. Among PHNSs, all 5 cited increased client access to services through co-location,
enhanced DHHS coordination of information and resources, increased client awareness, expanded
outreach, and streamlined eligibility. Of the 2 PHP respondents, 1 identified increased access “to
programs and services within the system,” and 1

indicated that s’he had seen no benefits for clients. “ tr uIy believe we
Seven (7) of 9 CSP respondents cited increased client have begun to |OS€

access as a benefit. Specific factorsidentified included

staff co-location (2), increased coordination (2), increased | SOME Of t he aloofness
client awareness, and expanded outreach. Others cited an

ability to put new skills acquired through ongoing training an d h ave ga| n ed

and teamwork into the field “in real time,” and the ability . : :
to share some confidential information with provider team NS ght I ntO the tr ue

members. natur e of problems.”

Two (2) CSP respondents indicated that benefits for
clients to date were unclear, and 1 of those 2 attributed it to a general lack of stability during the last four
years. The 2 CSP respondents who identified no benefit and the 2 CSP non-respondents to this question
represent 4 of the 5 CSPs who identified a primary focus on physical health-related services.

Among supervisors, all 12 cited increased access to a broader scope of services. Specific factors
identified included better coordination (4), co-location (3), and a more holistic approach to client care (2).

Seven (7) of 9 administrative staff cited increased access to a broader scope of services. Specific factors
identified included enhanced coordination (5) and a more holistic approach to client care. One respondent
cited ageneral improvement in sensitivity to client issues at DHHS with the statement “I truly believe we
have begun to lose some of the aloofness and have gained insight into the true nature of problems.”
Two (2) respondents, however, indicated that they had seen no definitive benefits to date, but 1 of those 2
indicated that projected improvements in inter-agency communications will yield better and more
comprehensive servicesin the future.
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In summary, 32 respondents cited increased access to a spectrum of services as a benefit for clients, 5
cited no benefits, and 5 did not respond to the question. Respondents most often identified coordination
(12 of 32) as a key factor in improving client access to the spectrum of available services. Another 6
respondents cited co-location, and 2 cited increased client awareness. Finally, 3 respondents cited a more
holistic approach to client care, 2 cited enhanced outreach, and 1 cited streamlined dligibility. Figure 7
provides a graphic representation of responses by job classification.

b. For DHHS

Thirty six (36) of 42, or approximately 86% of survey respondents addressed the question of whether
DHHS has benefited from the service integration and re-organization process. Response frequencies by
job categories were asfollows; all 5 PHNs, 3 of 5 PHPs, 9 of 11 CSPs, all 12 supervisors, and 7 of 9
administrative staff.

All 5 PHN respondents cited benefits for DHHS, through knowledge sharing, coordination and
information sharing, increased availability of department resources, collaboration with external agencies,
and ateam approach to client care. Two (2) of 3 PHP respondents cited benefits for DHHS, 1 through
coordination and information sharing, and the other through sharing of professional knowledge. The third
respondent cited no benefit for the department.

Among CSPs, 7 of 9 respondents cited benefits for DHHS; 3 of 9 through better coordination and
information sharing, 3 cited positive feelings due to increased resources available to serve clients, and 1
cited increased collaboration with external agencies. Asindicated by one respondent, “ ...[you have]
satisfaction that you are able to help clients more effectively, instead of sending them away because
you are unableto help.” Another respondent noted “ We have found that we can’t do this alone; that we
must depend on community-based organizations as well as our own department to get services to
clients.”

Two (2) of 9 CSP respondents indicated that there had been no benefits accrued by DHHS. Once again,
the 2 CSP respondents who identified no benefit and the 2 CSP non-respondents to this question represent
4 of the 5 CSPs who identified a primary focus on physical health-related services.

All 12 supervisors cited an increase in the scope of available resources. Five (5) specifically cited the
trans-disciplinary team approach as the key factor, 4 cited an increase in communications, 2 cited
increased collaboration with outside agencies, and 1 cited “ reduced duplication and working at cross
purposes.”

Among the 7 administrative staff respondents, 5 cited increased information and resource sharing (e.g.,
client charts), 1 cited greater ease in the development of programs, and 2 indicated that there had been no
benefits for DHHS. Figure 8 provides a graphic representation of responses by job classification.
2. Greatest Concern
a. For Clients
Thirty one (31) of 42, or approximately 74% of survey respondents addressed the question regarding

concerns for clients associated with Placer County’ s integrated services and re-organization process.
Response frequencies by job categories were as follows; 3 of 5 PHNs, 4 of 5 PHPs, 8 of 11 CSPs, 10 of
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Six (6) of the 15 service provider respondents cited client confusion as aconcern. Specific factors
identified by these respondentsincluded the delivery of care components from multiple sources and
locations, aneed for better communication, and similaritiesin the job titles of counselors and specialists.
One respondent expressed concern that some clients may be afraid of the integrated services approach,
stating that “ they [clients] may feel like they’ re caught in a web, then refuse the help they need.”

Other concerns cited by service providersincluded insufficient coordination of services (3), alack of
staffing, alack of access to advanced specialty care, and an insufficient work force to address the full
scope of client needs. Three (3) of the service provider respondents (one from each job classification)
indicated that they had no concerns about client care.

Responses by supervisors were broadly distributed; 2 respondents cited concerns about client confusion,
and 3 cited alack of staffing and/or skills. Other concerns cited included insufficient service integration,
rapid growth, and the impact of managed care. One supervisor respondent indicated that there was no
particular concern.

Among the 6 administrative staff respondents, 2 cited concerns about client confusion, and called for
better communication with the public about what services are available at different locations. Two (2)
respondents expressed concerns about administrative capacity, with particular focus on patient
confidentiality and the transferal of chartsto multiple locations. One (1) respondent also expressed
concern about clinical facilities being out of date.

In summary, 10 of 31 respondents cited client confusion as a primary concern, and 5 of those1l0
specifically identified aneed for better communications and information sharing. Another 5 respondents
(one from each job classification) cited aneed for further integration of services, and 4 identified a need
for more staff support and training. Finaly, 4 respondents expressed concerns about administrative
capacity, and 4 respondents indicated that there was no concern about clients. Figure 9 provides agraphic
representation of responses by job classification.

b. For DHHS

Thirty five (35) of 42, or approximately 83% of survey respondents addressed the question of concerns
for DHHS associated with the service integration and re-organization process. Response frequencies by
job categories were asfollows; 4 of 5 PHNSs, 4 of 5 PHPs, all 11 CSPs, 11 of 12 supervisors, and 5 of 9
administrative staff. Analysis of responses focused on negative impacts identified by respondents, and
are broken down into six major categories.

e Communicationsg/Info. Mgmt.

Work load
e Attitudes
» Skills

o Stahility

e Scale/Genera Capacity

Thirteen (13) respondents identified communications and/or information management-rel ated concerns.
As stated by one respondent, “the re-organization isfine, but in many instances there was/is a lack of
maintaining our basic professional and administrative processes, charting, forms, and referral
management.”
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Two (2) of the 13 expressed concern that these issues could directly impact the quality of services. As
noted by one respondent, “ Trying to juggle too much information may cause some servicesto be not as
effective.” Two (2) of 5 administrative staff respondents focused their concerns on the effective
management of confidential client information. Responses by job classification are asfollows; 2 of 4
PHP respondents, 6 of 11 CSPs, 2 of 11 supervisor respondents, and 3 of 5 administrative staff
respondents.

Five (5) respondents identified concerns associated with an increased work load to provide an expanded
scope of services, larger case loads, increased paperwork, and alack of personnel and resources. Work
load concerns by job classification are as follows; 1 PHP, 2 CSPs, and 2 supervisors.

Six (6) respondents identified attitude-related concerns among DHHS staff; 3 of the 6 cited staff morale,
and the other 3 cited resistance to change. One respondent stated that “ workers have increased work
loads and are not being recognized for this, which is affecting morale;” another noted that it is
important to keep in mind that “ staff morale is asimportant asre-organization and client service.” On
the issue of resistance, one respondent stated “ we are till struggling to cooperate among ourselves. We
must learn to loosen our grip on our ‘territories’ and do things for the common good.”

Attitude-related concerns cited by job
classification are as follows; 1 PHN, 3 CSPs, and

2 supervisors. Seven (7) respondents identified “Wearestil] str Uggl | ng
skills-related concerns; 4 of the 7 cited the re-

organization process as the primary factor, and 3 to cooper ate amon g

cited high turnover asthe primary factor. Two

direct service staff specifically cited ahigh rate our Sel VES. We m USt

of turnover among supervisors as a concern; a :
supervisor identified an “ ongoing need to Iear n tO |Oosen our gr I p

educate new staff on the culture.” Onthere- on our ”[el’l’itories’ and

organization issue, one service provider

expressed concern that staff may lose “ their do thi ngs for the
unique skills set, and everyone will become a ”
generic worker.” Skills-related concerns cited common gOOd .

by job classification are as follows; 3 PHNs, 2
CSPs (both citing turnover), and 2 supervisors.

Five (5) respondents identified broader organizational-rel ated issues as a primary concern; 3 specifically
cited the issue of scale and general capacity, and 2 addressed the issue of stability. On the former issue, 2
respondents referenced the scale of the re-organization, one of them expressing concern that the county
CEO “sees DHHS as a problem because they spend so much of their time dealing with our issues.” A
third respondent indicated concern that DHHS facilities were outdated, and impeded the pace of reform.
On the issue of stability, 2 respondents expressed concern about the ongoing status of change, and the
department-wide impact. As noted by one respondent, “ A crisisin one service becomesthe crisis of
another service.” Broader concerns cited by job classification are as follows; 4 supervisors, and 1
administrative staff member. Figure 10 provides graphic representation of responses by job
classification.
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C. Discussion

A number of patterns emerged in responsesto the survey. Inthe most general terms, responses strongly
indicated that staff experiences and perceptions are strongly influenced by their relative participation in

the DHHS service integration and re-organization process. These distinctions tend to be closely tied to

job classification, and were manifested in avariety of ways for different questions.

On the question regarding changesin client caseloads, 3 of the 4 PHP respondents indicated a significant
increase in case loads. This response may in fact reflect area increase associated with a) increased
referrals from CSPs and other DHHS providers who are conducting more comprehensive screenings, b)
increased transfers of uninsured clients from private sector providers, and/or ¢) increased visibility of
DHHS associated with the high profile reform process. At the same time, their responses could reflect a
more generalized expression of stress associated with recent changes in clinic locations and staff turnover.

Some of these real and/or perceived pressures may be addressed through increased involvement in the
service integration and re-organization processin the future. Expansion of the reform process from the
human service and behaviora health functions of DHHS to the physical health arenawill present a
number of challenges associated with issues of professional expertise, decision making and client care
management. This may appropriately be implemented as a second major phase of the reform process.

One factor not captured in the responsesisthat individual line staff with a broader scope and higher levels
of skills may take on larger caseloadsin the new system. More analysisis hecessary to determine the
relative volume and types of cases managed by individual providers, and what criteria are applied to
ensure that burdens are shared in an equitable manner.

On the question regarding time spent with individual clients, CSPs from the Human Services Division
clearly demonstrated a strong commitment to the concept of a comprehensive approach to client service,
in sharp contrast to CSPs who had identified a primary focus on physical health-related services, and who
have been lessinvolved in the service integration and re-organi zation process.

For PHPs, the bi-polar responses (i.e., 3 cited increased time, 2 cited decreased time) appeared to be
driven primarily by issues largely unrelated to the service integration and re-organization process. Those
citing an increase attributed it to increased complexity of health problems, those citing a decrease
attributed it to an increased case |oad.

Responses by job classification were most clearly aligned on the questions regarding changesin
interactions with practitioners from other disciplines and linkages to private sector agencies. Both PHNs
and CSPs from the Human Services Division reflected a strong emphasis on a comprehensive,
collaborative approach to client care, with PHNs slightly more DHHS department-wide focused, and
CSPs more externally-focused. Again, CSPs with a physical health focus and PHPs were closely aligned,
indicating little or no increase in linkages with other practitioners and external agencies.

It isimportant to note that provider responses regarding changesin interactions (i.e., with practitioners
from other disciplines or private sector agencies) over the specified time period may reflect different
starting points, whether real or perceived. For example, a CSP who cited only adight increase in
linkages with private sector agencies may have given such aresponse because s/he tended to operate at a
higher level of collaboration than other DHHS providers at the beginning of the time period.

For PHNSs, the uniformity of responsesindicating a significant increase may reflect a particularly dramatic
movement beyond an individually-focused approach to service delivery. In this sense, the number and
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form of linkages may not be on a scale of those among CSPs, but neverthel ess represents a significant
increase above the origina basdline.

On the question regarding changesin the scope of work, responses were spread broadly, but PHN
responses tended to reflect a primary focus on internal issues such as DHHS coordination of information
and services. PHP responsesimplied a tendency to view the change primarily as more work load to take
on asindividuals. In contrast, CSPs from Human Services reflected an inclination to look at their work
more as an open process that involves deeper engagement of their clients.

On the question of changesin client profile, 24 of 29 respondents cited increases in specific health-related
problems, ranging from substance abuse to parental stress. Thisisin part areflection of achangein client
base, as noted by some CSPs in the Human Services Division. It isaso important, however, to note that
the perception of increasing problems and overall complexity may be driven primarily by a more
comprehensive approach to service delivery. Rather than just diagnosing and dealing with single
dimension of expertise, the new role of the provider isto be open to and encourage articulation of the
totality of the health-related problems experienced by clients.

On the question regarding the most significant benefit for clients, thirty two (32) of 37, or approximately
86% of respondents identified increased access to a spectrum of services. Specific factors cited by PHNs
and CSPs were distributed broadly. The lack of responses by PHPs (only 2 of 5 responded) could again
be areflection of their lack of participation in the DHHS reform process.

In general, the most significant factors cited across job classifications were coordination/information
sharing and staff co-location. Five (5) respondents indicated that there were no clear benefitsfor clients,
and 5 did not respond. It isnotablethat al 10 of these arein job classifications that have not been as
activein thereform process (i.e., 4 PHPs, 4 CSPs with physical hedth focus, 2 administrative staff).
Highly similar patterns emerged on the question regarding the most significant benefit for DHHS.

The responses from administrative staff on questions of benefits and concerns for clients and DHHS
suggest that the projected efficiencies associated with the re-organization and service integration have yet
to berealized in thisdivision. Factors that may have contributed to the pattern of responses include:

*  Themost significant focus of DHHS reform has been on the operational side of the service
integration process, perhaps understandable, given an imperative to avert potential negative
impacts upon access or quality of services.

» Therelative undevel oped status of information systems and administrative staff technical skills;
again, understandable, given the lack of state investment in county health services agency
infrastructure development of the last few decades.

*  Obstacles to the streamlining of the administrative claim process vis avis state agencies.

* Increased demand for client information from a broader spectrum of DHHS providers.

Administrative staff appear to be experiencing increased demands upon their time by providers and

pressures for systems reform by DHHS leadership at the same time they are faced with obstacles to the
implementation of reforms from state agencies and alack of physical infrastructure.
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In general, on the question of the greatest concern associated with the DHHS reform process, findings
reflect a primary concern across job classifications about the need for increased coordination, information
sharing, and knowledge development. Thisiswill be acentral concern in moving the service integration
and re-organization process to the next phase of development.

Finally, the last question on the survey asked staff to identify specific content areas and/or strategies to be
examined by Place County DHHS to expand its focus on primary prevention to address the underlying
causes of health problems. Theintent of this open-ended question wasto acquire a preliminary
impression of staff priorities and general understanding of the concept of primary prevention.

Responses strongly indicated that alack of understanding of primary prevention, and how DHHS might
play arole beyond of the delivery of servicesto individuals and families. Almost all respondents called
for greater investment in categorical service areas, most often in their area of primary expertise.

In the near future, Placer County will begin to explore the use of trans-disciplinary teamsto facilitate
population health approaches to persistent health problems through the direct engagement of community
members. In order to re-deploy staff and resourcesin these areasin an effective manner, there must be
sufficient understanding and support among al levels of operations. Early attention to education on these
issues will be critically important to build the necessary support and |eadership among DHHS staff.
Future staff trainings should include content areas such as community building, participatory action
research, social epidemiology, and comprehensive approaches to community health improvement.
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VI. KeyLessons/Implications
A. For Counties

Placer County DHHS has demonstrated a strong commitment to innovation in the public interest, and can
appropriately claim success for meeting the basic criteriaof SB 1846 and implementing a series of major
ingtitutional reforms. These reforms have substantially atered governing structures and functions, the
administration and management of staff and resources, the organization and delivery of services, and the
criteriaand focus for ensuring quality and accountability.

There are a number of important factors that have contributed to Placer County’ s success that provide
important insights for those who seek to replicate similar reformsin other county agencies. They might
be divided into four groups:

Population dynamics

* Reatively small population
* High percentage of long term residents

Placer County’s 1990 population of 172,796 put it at aranking of 25" among California’s 58 counties. Its
estimate of approximately 250,000 residents for 2000 represents fairly dramatic growth, but it remainsa
manageabl e size for piloting the systems innovations undertaken by DHHS and local partners. The
population is large and diverse enough to include definable special populations that can justify a focus of
resources and targeted innovations, yet not large and diverse enough to overwhelm attempts to undertake
more fundamental systems reforms.

While there has been dramatic growth in the population, thereis alarge core of long-term residents with
an in-depth understanding of local dynamics and history. Many of these residents are active in civic
affairs, and bring awealth of pertinent information and practical experience to public dialogue and
decision making processes.

L eader ship Experience

» DHHS leadership prior experience with the State
» Progressive orientation

A number of DHHS senior staff have prior experience as employees at the State Department of Health
(DHS) Services. This experience provided them with insights into the operations, issues, obstacles, and
possible points of leverage to secure support for systems reforms. Of equal importance, they established
strong working relationships with other DHS staff. Many of these individuals still work for the State, and
have served as valuable resources for inquiries and problem solving.

The diversity of experiences among DHHS senior staff at the state and local level has contributed to a

progressive orientation that is geared towards innovation and risk-taking. While risk-taking may result in
the occasional failure, itisan essential dimension of any substantive institutional reform process.
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L ocation

e Proximity to state capital
» Ability to attract a highly skilled workforce

Placer County’s proximity to the state capital provides an increased opportunity for direct contact with
State officials, as well as with stakeholders from other regions who travel to Sacramento for special
meetings. It is more feasible under these circumstances to bring together groups of stakeholders from
Sacramento and Placer County for in-depth dialogue and problem solving on aregular basis.

Placer County offersresidents relatively affordable real estate with proximity to a major metropolitan
center for commercia activity, the arts and other amenities, and immediate access to vast and beautiful
wilderness and recreational areas. This combination of factors enables public and private sector
employersto attract a highly skilled workforce.

Workforce

»  Competitive pay scale
* Relatively low rate of turnover

DHHS has re-structured job classifications and pay scales to enhance its ability to recruit and retain
highly skilled staff. While there have been some turnover during the course of the re-organization and
service integration process, a substantial portion appears to have been a promotion of staff within the
department. It isimportant to maintain relative stability in an organization’s workforce during a systems
reform process to facilitate the diffusion and retention of knowledge, skills, and experience.

There are also important lessons to be drawn from Placer County’ s experiences with some of the more
difficult aspects of the process. Key stepsto takein the replication of similar reformsinclude:

Preparefor Delays

There were a number of times when the DHHS had to suspend reform processes to resolve difficult issues
with staff, seek additional funding, secure additional expertise, or wait for the completion of State
negotiations and review processes. While the decisions to delay implementation were both practical and
appropriate, they resulted in increased pressure upon DHHS in its efforts to compl ete the reform process
within the 4 year legidative time frame. Moreover, delays sometimes resulted in missed opportunities to
take advantage of enthusiasm and interest among staff or external stakeholders.

For future reform initiatives, delays associated with alack of resources and expertise can be minimized by
amore strategic, detailed, and realistic assessment of what is needed to meet objectives. Delays

associ ated with periodic conflicts or bureaucratic processes can be expected, and should be explicitly
factored into the development of atime frame for completion. Local reform initiatives that fail to prepare
for these circumstances may lose direction and impetus.

Engage and Educate L ocal Stakeholders
During the course of the implementation process, DHHS became more responsive to the need for more
proactive engagement and education of local stakeholders. Anincreasing amount of time was devoted to

workshops with supervisors, arranging time during annua county budget reviews, meetings with
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candidates and incumbents during political campaigns, and periodic meetings with organized labor
representatives. In retrospect, there is acknowledgement that earlier engagement may have prevented at
least some of the periodic opposition that emerged in the public arena.

Establish Formal Systemsto Facilitate Communication and the Diffusion of Knowledge

The establishment of Placer County’s SMART Policy Board is central to the advancement of local
ingtitutional reforms. Because it meets on aweekly basis, there is ongoing exploration by organizational
leadership of new ways to work together more effectively at dl levels of management and operations.
The trans-disciplinary teams provide a similarly valuable venue for problem solving and the diffusion of
new ideas among service providers within DHS.

Thisdiffusion isfacilitated by periodic trainings that address specific health-related topic areas and
operational processes. Particular attention should be given to capacity building in content areas such as
primary prevention and participatory approachesto community health improvement. Co-location of staff
at sites such as One-Stop Career/Community Services Centers and Family Resource Centers also provide
afocal point for expanding relationships and diffusing knowledge into the larger community.

All of these measures taken by Placer County represent significant accomplishments. Thereis a need,
however, for the development of a more formal infrastructure within DHHS to facilitate the diffusion of
knowledge and the exchange of ideas between service providers, administrative staff, and senior
leadership. Thisinfrastructure would alow for a more systematic planning, implementation, and
monitoring of trainings and other forms of skill development. It would also involve the development of
formal mechanisms that allow and encourage regular exchange of ideas and input between staff and
leadership. These measures should also be considered by others seeking to implement similar reforms.

Build Information Systems Capacity

This evaluation of Placer County’ simplementation of SB 1846 suggests that there has been a positive
impact on clients, relationships with other public and private sector agencies, and DHHS staff. A more
empirically-based evaluation, however, is not possible, given the lack of data that would allow for apre-
post comparison of aspects such as changesin case loads, service gaps, administrative savings, referrals,
client satisfaction, or investments in primary prevention.

In order for Placer to build lasting external support at the local and state level, it must move quickly to
expand its monitoring and assurance capacity and document the empirical impact of its organizational
reforms. For other counties seeking to replicate elements of the institutional reforms undertaken by
Placer County DHHS, an up-front investment of resourcesis essential to build the monitoring capacity
that will permit a more systematic evaluation of systems-level innovations and their impact upon the
community.

B. For the State
A key lesson identified both by Placer County DHHS and state leadership in the implementation of SB
1846 was the discovery that many of the perceived barriers to service integration turned out to be

routinized informal practices, rather than formal mandates. Once a dial ogue between state and county
stakeholders had been established, participants were able to examine and revise or eliminate practices that
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were determined to be detrimental to the public interest. In the words of a number of interviewees, one of
the best advantages of SB 1846 was a “license to ask why.”

There are a number of other experiences from this pilot program that offer important lessons for the State
of Cdliforniain its continuing effort to foster ingtitutional reforms among county health and human
service agencies. They include:

Establish a Formal State Support Infrastructure

A formal structure was established at the State level to assist the implementation of AB 1741, and a
Deputy Secretary was appointed to serve as a contact and provide management support. In the course of
the SB 1846 process, Placer County representatives occasionally solicited input the AB 1741 six county
work group on relevant issues, or assistance from the Deputy Secretary to address obstacles to progress
with various State agencies. More recently, another State work group has been established to assist with
the CHC and CSW review process.

Since theinitial passage of SB 1846, two additional bills (AB 866 and AB 1259) have been passed that
authorize similar pilotsin four other counties (AB 866 — Solano; AB 1259 — Alameda, Humboldt, and
Mendocino). AB 1259 callsfor the appointment of alead department by the Secretary of Health and
Human Services to coordinate the State’ s participation in the pilot program. Thisisan important first
step in the establishment of aformal state support infrastructure, but further measures are needed. .
(Analysis and comparison of the three legidative initiatives isincluded as Attachment 9).

If further replication is to be considered, counties will need unambiguous support from State |eadership,
with clearly designated staff and linkages to relevant program level staff. If the intent isto encourage the
systems reforms called for in these pilot programs (e.g., comprehensive approaches to service ddivery,
outcomes-based reporting), it isimportant that reform occur at the State level as well.

Thiswould optimally include the establishment of an inter-departmental work group of State staff to
explore proactive measures that would support integration and skill development at the county level.
Attention should also be given to the development of guidelines that would ensure atimely review of
draft products and tools submitted by counties.

Funding/ Technical Assistancefor MIS Development

A lack of funding for information systems is not anew issue for county health and human services
agenciesin California. Chronic underfunding by the California State Legislature has contributed to an
unfortunate trend. Growing gaps between state funding and local demands have forced agenciesto
channel an increasing proportion of funds towards direct services to address immediate needs, leaving
lessfor core functions such as assessment, monitoring and assurance.

Thistendency isreinforced by State program oversight methodol ogies that are based upon the volume of
services delivered, rather than client and community level outcomes. The net impact is that the ability of
county agencies to generate data that documents the impacts of interventions and gaps between per capita
demand and available servicesis undermined at the very timeit is most needed.

It is both commendable and ironic that Placer County has undertaken an effort to counter this trend

despite the lack of state funding that would provide for the development of information systems to
empirically document the positive impact of their systems reforms. While replication of Placer County’s
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innovations offers great promise, it is clear that state funding for up-front information systems
development and technical assistance will be absolutely essentia to ensure ongoing monitoring of impact.

It may also be helpful to establish a County-State work group to develop acommon set of accountability
measures that can be used to evaluate the impact of local reformsin an empirical manner. AB 866
identifies three quantifiable measures to evaluate Solano’ s pilot program, but they may not be optimal.
Limiting the evaluation to three quantifiable measures ignores process and systems measures of equal
importance; moreover, thetime line (4 years) dlotted for achievement of these measuresis unredistic.

Funding/ Technical Assistancefor Staff and I nfrastructur e Development

One of the mgjor recommendations of this evaluation isfor Placer County to take a more systematic
approach to professional development, diffusion of innovation and knowledge, and communications.
Thisis afundamental issue that must be addressed in the other current pilot programs, as well as any
future replication of thisreform process. Despite itsimportance, it is unlikely that most counties will be
ableto address this issue in a satisfactory manner without external support.

There are anumber of strategies that could be undertaken by the State to provide assistance. In the area
of staff trainings, one aternative to the establishment of a specialized training unit within a single county,
regional units could be established that serve a number of counties. Funding for these regional units
could be shared among the counties, with some support from the State and private foundations.

The State could also provide funding for atechnical assistance team that would work with county
agencies to develop poalicies, procedures, and other tools that enhance management and operations
functions to increase the effectiveness of communications. There are avariety of organizations
throughout the state of California and in the West with specialized expertise that could be extremely
helpful in this area.
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BILL NUMBER: SB 1846
CHAPTERED BILL TEXT

CHAPTER 899

FILED WITH SECRETARY OF STATE SEPTEMBER 25, 1996
APPROVED BY GOVERNOR SEPTEMBER 24, 1996
PASSED THE SENATE AUGUST 29, 1996

PASSED THE ASSEMBLY AUGUST 28, 1996
AMENDED IN ASSEMBLY AUGUST 15, 1996
AMENDED IN ASSEMBLY AUGUST 5, 1996
AMENDED IN ASSEMBLY JULY 10, 1996
AMENDED IN SENATE MAY 22, 1996

AMENDED IN SENATE APRIL 8, 1996

AMENDED IN SENATE MARCH 28, 1996

INTRODUCED BY Senator Ledlie
FEBRUARY 22, 1996

An act to add and repeal Chapter 12.96 (commencing with Section
18986.60) of Part 6 of Division 9 of the Welfare and Institutions
Code, relating to public socid services.

LEGISLATIVE COUNSEL'SDIGEST

SB 1846, Leslie. Human services. Placer County: pilot program.

Existing law provides for various health and social services for eligible individuals.

This bill would require Placer County, with the assistance of the appropriate state departments, to
implement a pilot program in Placer County, upon approval by that county, for the funding and delivery
of services and benefits through an integrated and comprehensive county health and human services
system.

This bill would make its provisions inoperative on July 1, 2001,

and would repeal them as of January 1, 2002.

THE PEOPLE OF THE STATE OF CALIFORNIA DO ENACT ASFOLLOWS:

SECTION 1. The Legidature finds and declares al of the following:

(a) Hedlth and social services are currently provided through separate and uncoordinated programs
established in response to narrow categorical funding, reporting, and reimbursement requirements and
regulations.

(b) The current service delivery system for health and social servicesis based on a multitude of narrow,
uncoordinated, separately funded, categorical programs that emphasi ze short-term crisis management
over prevention, and the system typically fails to improve conditions and outcomes for service
beneficiaries.

(c) The regulations imposed on California counties in the delivery of vital health and social services
impede counties from designing and implementing comprehensive and integrated delivery systems that
would improve service outcomes and reduce duplicative accountabilities and administrative costs.

(d) The design of these integrated delivery systemsisin the best interest of the state.
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(e) A pilot county should be designated to design and implement this system, with the results of the
pilot program being able to serve as atest and model of this concept.

(f) In order to determine whether counties can improve client outcomes by integrating health and social
services, the pilot program should test the feasibility of alowing countiesto do al of the following:

(1) Make decisions locally regarding the best use of county, state, and federal fundsin an integrated

health and socia services delivery system.

(2) Increase the efficiency of administering health and social services.

(3) Ensure accountability through measurabl e outcomes.

(4) Smplify and consolidate financial and statistical reporting requirements into asingle structure.

(5) Simplify case records and reduce duplicative case reporting on the same client.

(6) Develop an automated case management client information system that will facilitate and coordinate
multiple and comprehensive service provisions.

(g) By passage of this act, the Legislature will authorize a pilot program in Placer County and will
authorize the appropriate state agencies to cooperate and assist the County of Placer in the design and
implementation of the pilot.

(h) Placer County isin the process of restructuring the health and social services delivery systemina
manner that will be most responsive to the needs of clients and consumers and that provides necessary
services in the most comprehensive and efficient manner.

(i)Because the current service system does not adequately delineate services or funding between
children and adult services, this act is relevant to the restructuring of services and financing for children,
families, and adult systems of care.

SEC. 2. Chapter 12.96 (commencing with Section 18986.60) is added to Part 6 of Division 9 of the
Welfare and Institutions Code, to read:

CHAPTER 12.96.
PLACER COUNTY INTEGRATED HEALTH AND HUMAN SERVICESPILOT PROGRAM

18986.60.

(&) Placer County, with the assistance of the appropriate state departments, within the existing resources
of those departments, shall implement a pilot program upon approval of that county, for the funding and
delivery of services and benefits through an integrated and comprehensive county health and human
Sservices system.

(b) The Placer County pilot project shal, in providing services through an integrated system to families
and individuals, among other things, do all of the following:

(1) Implement and evaluate a system of universal intake for those seeking services.

(2) Implement and evaluate a system whereby afamily or individual eligible for more than one service
may be provided those services by as few as asingle county employee, through an integrated, coordinated
service plan.

(3) Implement and evaluate a system of administration that centralizes the management and support of
client services.

(4) Implement and evaluate a system of reporting and accountability that provides for the combined
provision of services as provided for in paragraph (2), without the loss of state or federal funds provided
under current law.

(c) Theintegrated system may include, but need not be limited to, any or all of the following:
(1) Adoption services.



(2) Child abuse prevention services.

(3) Child welfare services.

(4) Delinquency prevention services.

(5) Drug and alcohol services.

(6) Mental health services.

(7) Eligibility determination.

(8) Employment and training services.

(9) Foster care services.

(10) Hedth services.

(11) Public hedlth services.

(12) Housing services.

(13) Medicaly indigent program services.
(14) All other appropriately identified and targeted services, except for dental care.

(d) Programs or services shall be included in the pilot project only to the extent that federal funding to
either the state or the county will not be reduced as aresult of the inclusion of the servicesin the project.
This pilot project shall not generate any increased expenditures from the General Fund.

(e) The county and the appropriate state departments shall jointly seek federal approval of the pilot
project, as may be needed to ensure its funding and allow for the integrated provision of services.

(f) This chapter shall not authorize Placer County to discontinue meeting its obligations under current
law to provide services or to reduce its accountability for the provision of these services.

(g) This chapter shall not authorize Placer County to reduce Placer County's eligibility under current
law for state funding for the servicesincluded in the pilot project.

(h) Placer County shall utilize any and all state general and county fundsthat it islegally alocated or
entitled to receive. Through the creation of integrated health and social services structures, the county
shall maximize federal matching funds.

(i) The appropriate state departments that are assisting and cooperating in the implementation of the
project authorized by this chapter shall have the authority to waive regulations regarding the method of
providing services and the method of reporting and accountability, as may be required to meet the goals
set forth in subdivision (b).

18986.61.

(a) Placer County shall evaluate the pilot program and shall prepare afinal evaluation and submit the
final evaluation to the Governor or the Governor's designee and the appropriate policy committees of the
Legiglature not later than six months following the third year of the implementation of the pilot program.

(b) The county, with the assistance of the appropriate state departments, shall seek private funding to
provide for the evaluation of the pilot program. The evaluation required by this section shall be
conducted only if nonstate resources are made available for this purpose.

18986.62. This chapter shall become inoperative on July 1, 2001, and, as of January 1, 2002, is
repealed, unless alater enacted statute, that becomes operative on or before January 1, 2002, del etes
or extends the dates on which it becomes inoperative and is repeal ed.
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CONFIDENTIAL SURVEY

Placer County DHHS
County Re-organization / Integrated Services | mplementation
Friday, April 28, 2000

This survey is being conducted by the Public Health Institute (PHI), a private, non-profit research
organization through a contract with the Placer County DHHS. The purpose of the survey isto evaluate
the implementation of the county=s re-organization and integrated services initiatives over the course of
the last 4-5 years. This evauation is mandated by Senate Bill 1846 (passed in 1996), which established an
interagency agreement between Placer County and the State to pilot a consolidated claim system for a
range of categorical services.

The specific focus of this survey isto callect information from County DHHS staff who have been directly
involved in the re-organization and service integration process during the last four years. Y our feedback
is critically important in order to assess the scope of experiences and accomplishments to date, and to
identify emerging challenges and new areas of focus that will guide future decisions.

Y our completed questionnaires are to be sealed in the envelopes provided, and will be forwarded directly
to PHI for compilation and analysis. All information will be treated as confidential, to encourage optimal
candor in feedback provided by respondents.

1. Please identify your job category. (Check as many as appropriate)

Public Health Nurse
Other Nurse (Please specify)
Client services counselor
Client services practitioner
Client services assistant
Client program specialist
Health educator
Nutritionist/Registered Dietician
Program mgr./sup. (Please specify)
Other (Please specify)

oS00 o

2. Pleaseidentify your work location(s). (Check as many as appropriate)

DHHS office
Client home
Other comm.-based setting (Please specify)
School

Clinic

Other (Please specify)

~po0oTe

3. Over the course of the last four years, would you say that your client caseload has
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decreased significantly
decreased dightly
stayed the same
increased dightly
increased significantly

®Poo T

Please explain.

4, Please describe any changes you have observed in client profiles (e.g., range of symptoms,
severity, knowledge, attitudes, familial situation, community context) in the last four years.

5. In the development of a program of servicesfor clientsover thelast four years, would you
say your interactionswith practitionersfrom other disciplines have

a. decreased significantly
b. decreased dightly
c. stayed the same
d. increased dightly
e. increased significantly
Please explain.
6. Over the course of the last four years, would you say that the time you spend with individual
clientshas
a. decreased significantly
b. decreased dightly
c. isapproximately the same
d. increased dightly
e. increased significantly
Please explain.
7. Over the course of thelast four years, would you say that your linkagesto private sector

community-based agencies have



a. decreased significantly
b. decreased dightly

c. stayed the same

d. increased dightly

e. increased significantly

If your linkagesto private sector agencies haveincreased, please describe any changesin the

scope of partnersand the forms of interactions.

Please describe any changesin your scope of work over thelast four years.

10.

11.

12.

Please identify any new skills or knowledge you have acquired over thelast four yearsasa

result of DHHS-sponsored trainings.

Health services(please specify)
Social services( A @ )
Psychological services( A @ )
Education( A @ )

Law enforcement ( A @ )

Cultural issues( A @ )
Program evaluation( A @ )
Populationhedth( A @ )
Community relations( A @ )
Other ( A @ )

o Se@moeo0oTe

Please describe any new skills or knowledge you have acquired over thelast four yearsasa

result of your work experience with other practitionersand community-based agencies.

Health services(please specify)
Social services( A @ )
Psychological servicess( A @ )
Education( A @ )

Law enforcement( A @ )

Cultural issues( A @ )
Program evaluation( A @ )
Populationhedth( A @ )
Community relations( A @ )
Othee ( A @ )

“Te@hooo0 o

]

newly acquired skills and/or knowledge.

If applicable, please share an case example where you have had an opportunity to apply any



13. What would you identify asthe most positive benefit of the DHHS re-or ganization and
service integration processfor

a Clients?

b. DHHS?

14. What would you identify asyour greatest concern about the DHHS re-organization and
service integration process for

a Clients?

b. DHHS?

15. What would you identify as specific content areas and/or strategies DHHS should examine
in itseffortsto expand itsfocus on primary prevention to addressthe underlying causes of
health problems?

Thank you for your time and thoughtfulness.
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COVERSHEET TO THE APPLICATION FOR CASH AID, FOOD STAMPS,
AND/OR
MEDI-CAL/COUNTY MEDICAL INDIGENT SERVICES PROGRAM (MISP)

TO APPLY FOR CASH AID, FOOD STAMPS, AND/OR MEDI-CAL/County MISP,
complete items 1 — 13 on the attached application and sign the Certification Section
(item 19). If you have a disability and need help applying for or continuing to receive
cash aid, benefits, and services, tell the county.

BEFORE YOU CAN GET CASH AID, SUCH AS HOMELESS ASSISTANCE OR
IMMEDIATE NEED; FOOD STAMPS, INCLUDING EXPEDITED SERVICES; OR
MEDI-CAL/COUNTY MISP you must give us all the facts we ask for on your written
Statement of Facts (parts 1 and 2) and/or answer questions during your eligibility
interview. We use the facts you give us to figure eligibility and benefits.

TO GET CaWORKs IMMEDIATE NEED AND/OR CalWORKs HOMELESS
ASSISTANCE, you must appear to be eligible for CalWORKs. Complete the attached
form and give us the facts we ask for. You may need to meet some rules, such as
giving us your Social Security Number(s), trying to get income available to you, and
agreeing to cooperate with the district attorney about child, spousal, and medical
support.

FOR FOOD STAMPS, the application can be filled in and signed under penalty of
perjury by either an adult household member or by an authorized representative. If
you are not an adult member of the household, you must have a written note signed
by the head of household, or another household member saying that you can apply
for the household, pick up their food stamps, and/or use the food stamps to buy food
for the household.

CalWORKs IMMEDIATE NEED

If you have an emergency, you may be able to get up to $200 while we work on your

application. You will need to tell us about your emergency situation and you will need

to show that you don't have the income or money to pay for these emergencies:

—  Lack of housing or lack of food

- Eviction notice

—  No utilities or utility shut-off notice

—  Lack of essential clothing

—  Essential transportation needs not met

—  Other kinds of emergencies important to health and safety.

If your Ilmediate Need request is turned down, you can ask for it again during the

time we work on your application. Let the county know if something changes.

PENALTY WARNINGS FOR CASH AID WELFARE FRAUD

If on purpose you do not follow cash aid rules, your cash aid can be stopped for a

period of time and you may be fined up to $10,000 and/or sent to jail up to 3 years.

Your cash aid can be stopped:

»  For not reporting all facts or for giving wrong facts: 6 months for the first offense,
12 months for the second, or forever for the third.

»  For submitting one or more applications to get aid in more than one case for the
same period: 2 years for the first conviction, 4 years for the second, and forever
for the third.

»  For conviction of fraud thefts to get aid: 2 years for theft amount of aid up to
$2000, 5 years for amounts $2000. Through $4,999.99, and forever for amounts
of $5000 or more.

»  Forever: for giving the county false proof of residency in order to get aid in two
or more counties or states at the same time; giving the county wrong facts for an
ineligible child or a child that does not exist; getting more than $10,000 in cash
benefits through fraud in a court of law or an administrative hearing.

CalWORKs HOMELESS ASSISTANCE

If you are homeless, and want to apply for homeless assistance, tell the county.

Homeless Assistance is available once in a lifetime, with exceptions.

CalWORKs DIVERSION PAYMENTS/SERVICES

Diversion services can help applicants who need some assistance but do not want
or need to go on welfare. Diversion services allow you to choose to get a lump
sum cash payment or non-cash services instead of going on aid. You can only
choose to get Diversion services at time of application for cash aid, and you may
be eligible for Medi-Cal, childcare assistance, and food stamps if you get Diversion
services.

After reviewing your facts, the county will tell you if you would be eligible for

Diversion services. If eligible and you choose to get a Diversion cash payment or

non-cash services instead of cash aid:

*  You will get a denial notice for cash aid.

*  Your cash aid may be lowered or the amount of time you can get cash aid
may be reduced if you go on aid later.

APPLICANTS FOR FOOD STAMPS: All you have to do the day you apply is give
us your name and address, tell us you want food stamps (item 7) and sign the
application (item 19). Before we can tell if you are eligible, you must give us all the
facts we ask for on your written Statement of Facts and/or answer questions
during your eligibility interview. You should be told if you are eligible within 30 days
after you apply.

FOOD STAMPS - Date of Eligibility
If you are eligible for food stamps, we will figure your benefits from the date you
apply. You can apply for food stamps the first day you contact the welfare office.

FOOD STAMP EXPEDITED SERVICE

You may have the right to get food stamps within three days. Your household

must be eligible for the Food Stamp Program AND HAVE.

»  Rent or mortgage and utility costs that are more than your liquid resources
and this month’s income before deductions (see the other side of the page
for definitions of income and liquid resources),

OR

*  No more than $100 liquid resources and less than $150 income for the
month before deductions,

OR

*  No more than $100 liquid resources and at least one member who is a
migrant of seasonal farm worker.

Before you can get food stamps within three days, complete Items 1 - 18 on the

attached application; give us all the facts we ask for during your eligibility

interview; and give us proof of your identity.

MEDI-CAL PRESUMPTIVE ELIGIBILITY (PE) FOR PREGNANT WOMEN

If you are pregnant, you may get temporary Medi-Cal from certain medical
providers for many prenatal care services before applying for regular Medi-Cal.
Ask your doctor or clinic if they offer PE. If you apply for CalWORKs or Medi-Cal
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WHAT WE MEAN WHEN WE SAY:

Cash Aid: CalWORKs (California Welfare Opportunity and Responsibility
to Kids) and Refugee Cash Assistance.

»  Diversion: a lump sum cash payment or non-cash services instead of
going on cash aid.

»  Food Stamps: benefits for low-income households to help buy food.

»  Food Stamps Expedited Service: food stamps within 3 days.

»  Medi-Cal: medically necessary benefits for eligible persons.

»  Medi-Cal Presumptive Eligibility (PE): temporary Medi-Cal coverage
from certain doctors or clinics for many outpatient prenatal care services.

»  Restricted Medi-Cal: emergency and pregnancy related care only.

»  Authorized Representative: a person picked by an applicant or recipient
for food stamps and/or Medi-Cal, who can take care of some of their
business.

»  Head of Household: a responsible member of the food stamp
household.

*  Income: money received or expected, such as;

»  Eamnings, welfare, child support, Supplemental Security
Income/State Supplementary Program (SSI/SSP) or Social
Security, pension or retirement payments;

»  Unemployment Insurance Benefits (UIB), State Disability
Insurance (SDI), Veterans Benefits (VA), or other disability
payments;

»  Strike funds; payments from roomers and boarders; school
grants and loans;

»  Cash gifts, cash winnings, and other cash payments.

»  Liquid Resources: other money, such as:

. Cash on hand, uncashed checks; money in checking
accounts, savings accounts; or saving certificates;

*  Trust deeds, notes receivable, stocks or bonds, etc.

»  County MISP: certain covered medically necessary benefits for eligible
adults who are not on Medi-Cal, who live in Placer County and meet
county set eligibility guidelines.

*  Restricted County MISP: emergency care only.

»  Utilities: gas, electricity, heating fuel, telephone (basic rate), utility
installation, garbage and trash pickup, water, sewage, etc.

*  You, Anyone, Everyone: any and all persons who live in you home.

OTHER THINGS YOU SHOULD KNOW:

*  You can apply for cash aid, food stamps and/or Medi-Cal/County MISP
by using this form.

*  You have the right to fill out this form yourself or, if you ask, have
someone help you.

e FRAUD AND PERJURY: fraud and perjury are crimes. The law says you
must sign a penalty of perjury statement on most forms to get and keep
getting cash aid, food stamps and Medi-Cal. Perjury means that
you swear under oath to give true, correct and complete facts. If
you lie about facts or on purpose do not give us all the facts or
situations that affect your eligibility and aid payment levels, you
can be charged with fraud.

« Ifyou are found guilty of committing food stamp fraud, you may be
fined up to $250,000 and/or sent to jail/prison for 20 years. Food
stamps can be stopped for six months, twelve months, two years,
four years, five years or forever.

*  Overpayments/Overissuances: means you got more aid or benefits
than you should have gotten. You will have to pay it back and your cash
aid or food stamps will be lowered or stopped. Your Medi-Cal/MISP
share of cost may be changed.

»  Social Security Number (SSN) Rules: We computer match SSNs
against records from tax, welfare, employment, the Social Security
Administration and other agencies to be sure you are reporting all your
income and resources. We may check out differences with employers,
banks, and/or others. We also match SSNs to be sure that you aren't
getting aid in more than one case, or in another county or state.

e Cash Aid and Food Stamps: You must give us the SSN for each
applicant/recipient for cash aid and/or food stamps. If you refuse to give
us either the SSN or proof of application for the SSN, you won't be able to
get cash aid or food stamps. For cash aid, you must give us your SSN(s)
or proof of application for the SSN within 30 days of application and give
the SSN to the county when you get it.

»  Medi-Cal: Each applicant for Medi-Cal who has an SSN is asked to give
it to the county. Any U. S. citizen, U. S. national, amnesty alien with a
valid and current |-688, alien with lawful permanent residence in the U. S.
(LPR), or alien permanently residing in the U. S. under color of law
(PRUCOL) who refuses to give a SSN or proof of application for a SSN,
will not be able to get Medi-Cal/County MISP. Any alien who does not
have an SSN and who is not an amnesty alien with a valid and current |-
688 or a LPR or PRUCOL, can still get restricted Medi-Cal/County MISP if
he/she meets all eligibility rules, including California residency.

COMPLAINTS

If you think you have been For other kinds of complaints,
discriminated against, contact your | contact your county first. If you and
county’s civil right's representative | the county can’t agree write or call

or write to: to:

State Civil Rights Bureau Public Inquiry and Response (PIAR)
P. O. Box 944243 744 P Street, M. S. 16-23
Sacramento, CA 94244-2430 Sacramento, CA 95814

Or by calling collect (916) 654-2107 | Phone 1-(800) 952-5253 or for the
or for the hearing impaired 1-(916) | hearing impaired 1-(800) 952-8349
654-2098

STATE HEARINGS
You can ask for a State Hearing by writing to your local county welfare office or
by calling one of the phone numbers listed for PIAR above, if:

*  You do not agree with any action taken by the county, or

*  You are asking for a state hearing for cash aid, food stamps,

Medi-Cal, or

*  You think you are not getting the right State MISP services.
To appeal all State MISP eligibility issues, you can only write to your county.
You must ask for the hearing within 90 days of the county’s action and you
must tell why you want a hearing.



Application for Cash Aid - Medi-Cal - Food Stamps

Before completing this application, read this coversheet. If you need more space to answer, write on the back of this sheet

1. Name of Applicant  (First, Middle Initial, Last) 2. Social Security Number(SSN)

Case Name

3. Maiden or Other Name (If Any)

Case Number

4. Home Address Number Street Apt. # 5. Mailing Address (If Different) Date Received
City Zip Code How Long? City Zip Code Type of Application:
CA: CA
FS: Initial Recert Rest
6. Telephone Number Home Work Message MC:
7. Is anyone applying for: Cash Aid Yes No Medi-Cal Yes No EgME'\'{EES: NO
Food Stamps Yes No Other Program  Yes No '
- - - CA YES NO CA42
8. The Law says we must record your ethnic group and language. This won't affect your eligibility.
A.  Ethnic Group White Hispanic Black Samoan Pickle Screening
Asian Indian Alaskan Native American Indian Korean Other Asian or Pacific Diversion
Laotian Cambodian Japanese Chinese Islander (Specify)
Vietnamese Hawaiian Guamanian Filipino ETHNIC GROUP:
B.Language English Cantonese Lao Tagalog Other (Specify) PRIMARY LANGUAGE:
Spanish Cambodian Vietnamese Russian American Sign
9. Does anyone have a personal emergency? If YES, check (O) type: YES NO
Immediate Medical Need Pregnancy Spousal Abuse Child Abuse Elder Abuse CAIN Denied/NOA pre
Other emergency which threatens health or safety: ~ Explain: Approved prep
10. Is anyone a migrant or seasonal farmworker? YES NO /I-E\;Eﬁggﬁ?reecﬁgtste d
11.  A. Has anyone been “Laid Off” from his or her most recent employment? YES NO CWD to complete
-
B. Has anyone been unemployed for more then 15 weeks (approx. 3 months & 3 weeks)? YES NO (Initals) )
12. Is anyone pregnant? YES NO If YES , did she get a Presumptive Eligibility Card? YES NO
IF YOU NEED: CALWORKS IMMEDIATE NEED PAYMENT......ooitiiisiriines st FILLIN ITEMS 13 - 17 FSE.S.
FOOD STAMP EXPEDITED SERVICES.......cuviiiiiiiiiiiiiin i FILLINITEMS 13 - 16 E. S. Questions not
MEDI-CAL OR ARE PREGNANT AND HAVE AN IMMEDIATE MEDICAL NEED FILLINITEM 13 completed
13. How much liquid resources does everyone, including  children, 15. How much is your rent or mortgage this month? Screened for E. S.
have? $ Date:
Initials:
Cash, uncashed checks or money orders - . . .
$ y 16.  How much are your utilities that are not included in your rent this
0 I .
Checking/savings or credit union accounts(s) month?  $ FS REFER:;ASL E?oséssing
—_— 17. Do you have an eviction notice or notice Regular Processing
$Trust deeds, notes receivable, stocks or bonds 0 PAY OF QUIE? +rrvvvvvrvre e YES NO
Other (explain) $___ Have your utilities been shut off or do you
) ) ) ) ) have a shut- off notice? ..................... YES NO
14, How much income did everyone, including children get CWD records cleared
or will they get this month? Will your food run outin 3 days or less? ... YES ~ NO MEDS CDB cleared
Date Amount Date Amount IEVS initiated
$ $ Do you need essential clothing, such as diapers Copy of PC 1 and coversheet
$ $ or clothing needed for cold weather? YES NO given to applicant

Do you need help with transportation to get
food, clothing, medical care or other
emergency item(S)? ........ooceeevrenieveenn. YES NO

+ | certify that | have been given a copy of the coversheet. | understand and agree that | have to comply with eligibility rules, some of which | may be
asked to do before any aid can be given. | understand the statements | have made on this form may be checked and verified.

¢ |certify that if | have applied for Food Stamps the county has told me of my right to Expedited Services.

¢ | declare under penalty of perjury under the laws of the United States of America and the State of California that information | have given on
this form is true, correct, and complete.

18. SIGNATURE (OR MARK) OF APPLICANT OR AUTHORIZED REPRESENTATIVE DATE SIGNED

SIGNATURE OF WITNESS TO MARK OF INTERPRETER DATE SIGNED

Placer County 1 (11/27/00) SAWS 1 - CA 1 - DFA-285-A1 REQUIRED FORM — SUBSTITUTE PERMITTED

Group Date:

Worker:

County of Application:

County of Residence (if Diff):



STATEMENT OF FACTS — PART 1
CASE NAME:

CASE No.

Provide the following information on each adult in the home, listing yourselfin 1 A. You must list all adults in the home whether or not they
want assistance (include roomers and boarders). If applying for Medi-Cal only - Do not complete the shaded sections.

1. A. Applicants name - (First, Middle, Last) € US Citizen/National Birthplace COUNTY USE SECTION
€ Non-Citizen Status: € AU €HH. €1D
Relationship to applicant/caretaker relative Birthdate Sex Alien Number €Citiz. €SS# €SAVE
EM £F EW2W €FS
€EDD.
Social Security Number Pregnant US Veteran Blind, Deaf, Disabled or unable to work? € Yes € No €CA5 €MC13
€Yes €No €Yes €No If “Yes”, explain
€DED €Callean
Type of aid requested Marital Status € Third Party Liability
€ Cash  €Food Stamps € Medi-Cal € None € Married € Never Married € Separated Date of Entry:
€ Divorced € Common Law € Widowed
B. Adult's name - (First, Middle, Last) € US Citizen/National Birthplace € AU €HH €1D
€ Non-Citizen Status: € Citz. €SS SAVE
Relationship to applicant/caretaker relative Birthdate Sex Alien Number 2 \IIEVéV\é €Fs
€M €F €CA5 €MC13
Social Security Number Pregnant US Veteran Blind, Deaf, Disabled or unable to work? € Yes €No
€Yes €No €Yes €No If “Yes”, explain: €DED € CalLeamn
i ' € Third Party Liability
Type of aid requested Marital Status
€ Cash € Food Stamps € Medi-Cal € None € Married € Never Married € Separated Date of Entry:
Eats, buys food or fixes meals with you? €Yes €No € Divorced € Common Law € Widowed
C. Adult's name - (First, Middle, Last) € US Citizen/National Birthplace € AU €HH. €ID
€ Non-Citizen Status: €Citiz. €SS# €SAVE
Relationship to applicant/caretaker relative Birthdate Sex Alien Number € \éVZD\A[I) €Fs
EM €F €CA5 €MC13
Social Security Number Pregnant US Veteran Blind, Deaf, Disabled or unable to work? € Yes € No
€ Yes €No €Yes €No | If“Yes’, explain: €DED €Callean
Type of aid requested Marital Status € Third Party Liability
€ Cash € Food Stamps € Medi-Cal € None € Married € Never Married € Separated
Eats, buys food or fixes meals with you? €Yes €No € Divorced € Common Law € Widowed Date of Entry:
D. Adult's name - (First, Middle, Last) € US Citizen/National Birthplace €A €HH €1ID
€ Non-Citizen Status: €Citiz. €SS# €SAVE
Relationship to applicant/caretaker relative Birthdate Sex Alien Number € \I/EVZDVE €Fs
M €F €CA5 €MC13
Social Security Number Pregnant US Veteran Blind, Deaf, Disabled or unable to work? € Yes € No
€Yes €No €Yes €No If“Yes”, explain: €D E D € Cz’,‘l Lgam
€ Third Party Liability
Type of aid requested Marital Status
€ Cash € Food Stamps € Medi-Cal € None € Married € Never Married € Separated Date of Entry:
Eats, buys food or fixes meals with you? €Yes €No € Divorced € Common Law € Widowed
E. Adult's name - (First, Middle, Last) € US Citizen/National Birthplace €AJ €HH €1ID
€ Non-Citizen Status: €Citz. €SS# €SAE
Relationship to applicant/caretaker relative Birthdate Sex Alien Number 2 \I/EVZDVE €Fs
M €F €CA5 €MC13
Social Security Number Pregnant US Veteran Blind, Deaf, Disabled or unable to work? € Yes € No
€Yes €No €Yes €No If “Yes”, explain: €DED € Callean
€ Third Party Liability
Type of aid requested Marital Status
€ Cash € Food Stamps € Medi-Cal € None € Married € Never Married € Separated Date of Entry:
Eats, buys food or fixes meals with you? €Yes €No € Divorced € Common Law € Widowed
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For each CHILD living in the home, child out of the home for a short time, an unborn or child you claim as a tax dependent, give all the facts.
If you are pregnant, list child as “unborn” and give due date. If applying for Medi-Cal only - Do not complete the shaded sections.

2. A. Child's name (First, Middle, Last) € US Citizen/National Parent is: COUNTY USE SECTION
€ Non-Citizen - Status: (CheCk below) € AU €£HH. €CA21
Social Security Number Alien Number Sex Birthdate or Due date Pregnant €SS# €Citz. €SAVE
€M €F €Yes €No 9 - 3 EW2W €FS €ED.D.
o o = g G| €CA5 €CA5A
Birthplace (City/State/Country) Immunizations Current Blind, Deaf, or Disabled § 3 ﬁ = S| €ECA25
€Yes €No €Yes €No 9995 >
Type of aid requested: Mother's Name € Third Party Liability
€Cash € Medi-Cal € Food Stamps € None € FIC Counted for Income
Is this child living in the home now? €Yes €No Father's Name € SNEEDE?
Eats, buys food or fixes meals with you? Yes € No €DED €MC13
Relationship to applicant or caretaker relative: € Cal Learn
B. Child’s name (First, Middle, Last) € US Citizen/National Parent is: €AU €HH €CA21
€ Non-Citizen - Status: (check below) €SS# €Ciz. €SAVE
Social Security Number Alien Number Sex Birthdate or Due date Pregnant €W2W €FS €EDD.
EMEF €Yes €No €CAS €CA25A
- o €CA25
D
Birthplace (City/State/Country) Immunizations Current Blind, Deaf, or Disabled § E g _§ 8
€Yes €No €Yes €No g 8 2 g 8
A A < 5 = | €Third Party Liability
Type of aid requested: Mother's Name € FIC Counted for Income
€ Cash € Medi-Cal € Food Stamps € None € SNEEDE?
Is this child living in the home now? €Yes €No Father's Name €DED €MC13
Eats, buys food or fixes meals with you? € Yes € No
Relationship to applicant or caretaker relative: € Cal Learn
C. Child’s name (First, Middle, Last) € US Citizen/National Parentis: (check | €AU €HH. €CA21
€ Non-Citizen - Status: below) €SS# €Citz. €SAVE
Social Security Number Alien Number Sex Birthdate or Due date Pregnant E€W2W €FS €ED.D.
EMEF €Yes €No 3 o 3 €CA5 €CA25A
g9 g g §|€caxs
Birthplace (City/State/Country) Immunizations Current Blind, Deaf, or Disabled g 3 K4 g 2
€Yes €No € Yes €No S 9 < 5§ = || €Third Party Liability
Type of aid requested: Mother's Name € FIC Counted for Income
€ Cash € Medi-Cal € Food Stamps € None € SNEEDE?
Is this child living in the home now? €Yes €No Father's Name €DED €MC13
Eats, buys food or fixes meals with you? € Yes € No
Relationship to applicant or caretaker relative: € Cal Learn
D. Child’s name (First, Middle, Last) € US Citizen/National Parentis: €AU €HH. €CA21
€ Non-Citizen - Status: (check below) €SS# €Citz. €SAVE
Social Security Number Alien Number Sex Birthdate or Due date Pregnant E€W2W €FS €ED.D.
€M €F € Yes€ No g S § €CA5 €CA25A
g & g & S| €CAs
Birthplace (City/State/Country) Immunizations Current Blind, Deaf, or Disabled g 8§ 2 g £
€Yes €No € Yes € No O 9 < 5§ = | €Third Party Liability
Type of aid requested: Mother's Name € FIC Counted for Income
€ Cash € Medi-Cal € Food Stamps € None € SNEEDE?
€EW2W €FS €EDD.
3 - § €CA5 €CA25A
8 2 E & 8 €CAS
of I o g &
agsg32 . ..
5| € Third Party Liability
Type of aid requested: Mother's Name € FIC Counted for Income
€ Cash € Medi-Cal € Food Stamps € None € SNEEDE?

Is this child living in the home now?
Eats, buys food or fixes meals with you

€Yes €No
€Yes €No

Father's Name

Relationship to applicant or caretaker relative:

€DED €MC13

€ Cal Learn




F. Child’s name (First, Middle, Last) € US Citizen/National Parent is: € AU €HH. €CA21
€ Non-Citizen - Status: (check below) €SS# €Citz. €SAVE
Social Security Number Alien Number Sex Birthdate or Due date Pregnant €W2W €FS €EDD.
€M €F € Yes € No 3 3 €CA5 €CA25A
g2 g g s|€caxs
Birthplace (City/State/Country) Immunizations Current Blind, Deaf, or Disabled g g 4 g kT
€Yes €No € Yes € No S A < 5 = || €Thid Party Liability
Type of aid requested: Mother's Name € FIC Counted for Income
€ Cash € Medi-Cal € Food Stamps € None € SNEEDE?
Is this child living in the home now? €Yes €No Father's Name €DED € M13
Eats, buys food or fixes meals with you? € Yes € No
Relationship to applicant or caretaker relative: € Cal Leam
G. Child’s name (First, Middle, Last) € US Citizen/National Parentis. (check | €AU €HH. €CA21
€ Non-Citizen - Status: below) €SS# €Citz. €SAVE
Social Security Number Alien Number Sex Birthdate or Due date Pregnant E€W2W €FS €ED.D.
EMEF €Yes €No g o § €CA5 €CA25A
N _ . . 28 dglenns
Birthplace (City/State/Country) Immunizations Current Blind, Deaf, or Disabled g 8 4 g £
€Yes €No € Yes € No S 9 9 § >l €Third Party Liability
Type of aid requested: Mother's Name € FIC Counted for Income
€ Cash € Medi-Cal € Food Stamps € None € SNEEDE?
Is this child living in the home now? €Yes €No Father's Name €DED €MC13
Eats, buys food or fixes meals with you? € Yes € No
Relationship to applicant or caretaker relative: € Cal Learn
H. Child’s name (First, Middle, Last) € US Citizen/National Parentis: €AU €HH. €CA21
€ Non-Citizen - Status: (check below) €SS# €Citz. € SAVE
Social Security Number Alien Number Sex Birthdate or Due date Pregnant €W2W €FS € ED.D.
€M €F € Yes€ No g S § €CA5 €CA25A
82 g g s|€cAxs
Birthplace (City/State/Country) Immunizations Current Blind, Deaf, or Disabled g 4 4 g 2
€Yes €No € Yes € No A A < 5 = | €Third Party Liability
Type of aid requested: Mother's Name € FIC Counted for Income
€ Cash € Medi-Cal € Food Stamps € None € SNEEDE?
Is this child living in the home now? €Yes €No Father's Name €DED € M13
Eats, buys food or fixes meals with you? € Yes € No
Relationship to applicant or caretaker relative: € Cal Leamn
3. Does anyone pay for the care of a child, disabled adult, or other dependent while working, looking for work or attending training?
€Yes €No
Dependent Caretakers Name Who Pays Amount
€ Reimbursement
4. Does anyone PAY child or spousal support? €Yes €No
If “Yes”, complete below
Who Pays Dependent Amount How Often £ Court Ordered
5. A. Does health/dental insurance or Medicare currently cover anyone? Yes No
B. Ishealth/dental insurance available from a parent, employer, or absent
Parent? Yes No
C.  Has your health/dental insurance stopped within the last 60 days? Yes  No € DHSS 6155
D.  Does anyone have Long Term Care insurance? Yes No
If “Yes”, Complete Below
Person Covered Business Insurance Company Expiration Date Premium How Often
Related Amount




STATEMENT OF FACTS — PART 2

CASE NAME:

CASE NUMBER:

Date Received:

*Shelter, Center

*Board and Care Homes

*Subsidized housing for the elderly
*Reservation for Native Americans  *Drug/Alcohol rehabilitation center

1. A. Does anyone live in any of the following?

*Psychiatric Hospital/Mental Institution

€Yes €No

* Group Living arrangements for the disabled adult/child

*Hospital or Nursing Home
* Penal Institution/Correctional Facility

If “yes”, complete below

COUNTY USE SECTION

Name

Name of Center, Shelter, Hospital, Etc.

Date Entered Date expected to leave

B. Ifyou are absent for any reason including Long Term Care — Do you intend to return to your
home or a former home?

€Yes €No

only.

2. Does anyone, including children, have any of the following personal or business resources?
Include all resources owned, used, controlled, shared or held jointly with any other person(s) — even for conveniences

€Yes €No

Cash or uncashed checks (on hand or elsewhere)

Yes

No Yes No

Life Estate or Trust

Bank Accounts — Checking, Savings,
Trust Funds, Money Market or CD's etc.

Retirement Plans (IRA, Keogh, 401K,
PERS, Deferred Compensation)

Stocks, Bonds, etc.

Real Estate, Land or Buildings

Qil, Mining, or Mineral Rights

Notes, Mortgages, Deeds, etc.

€ Excess B & C amount
$

€P.R.

€ LTC six months

€ Court Ordered Trust Funds

€ Resource Verified:
€ Business Account

Burial Plans Other (Explain) Total Value $
Life Insurance or Annuity
If “Yes” Complete Below
Resource Owner Used for Account—Policy #-- Name & Address Current Value
Business . Location of Bank, etc.
$
$
$
3. Do you or any family member own, lease, or maintain a home outside California? €Yes €No € Property
4. Explain how you meet your housing and utility needs. Amount Paid Amount paid Free Traded for
by you by others work
Rent, Mortgage or Housing expense
Property Tax (if not in house payment) € Chart Value
Homeowners Insurance (if not in house payment) € Actual Value
Utilities € SUA
Food € Actual §
Other
5. A. Is anyone paying college or educational costs? €Yes €No
Who Pays: Amount:
B. Isanyone age 16 or older enrolled in school, college, or a training program. €Yes €No
If “Yes”, complete below:
a. Name Age Enrolled Check () Working School Enroliment Verified
€ Full Time € Half Time € Other( specify) €Yes €No €Yes €No
Name of School/College or training program Unit/Hours per week Expected date of Graduation € FS Eligible Student
b.  Name Age Enrolled Check () Working
€ Full Time € Half Time € Other (specify) €Yes €No School Enrollment Verified
Name of School/College or training program Unit/Hours per week Expected date of Graduation €Yes €No
€ FS Eligible Student
6.  Has anyone ever had their aid/benefits stopped due to non-cooperation, work or training sanctions, or failure to
meet the Food Stamp Able Bodied Adults Without Dependents (ABAWD) work requirement, or due to welfare
fraud or an Intentional Program Violation or during a quality control review? €Yes €No
If “Yes”, complete below
Name Why When What County/State
7. A. Are you or any family member planning to leave California for more than 60 days? € Yes € No EPA
I .
B. Do you and your family plan to stay permanently in California? € Yes € No Califormia Resident
C. Are you or any family member living outside California? € Yes € No €Yes €No
D. Are you or any family member in the United States on a visa or Border Crossing Card? € Yes € No € Visa € gg:ger Crossing
8. Are you or any family members currently receiving public assistance from outside California? € Yes € No
9. Does a person not living with you claim any family member as a tax dependent? €Yes €No € Tax Dependent Letter Sent
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10. A. Has anyone ever asked for or received aid or benefits in the past? If “Yes”, Complete below: €Yes €No
B. Does anyone (including children) receive or expect to receive or have an application
pending for money from any source? €Yes €No

Include Child/Spousal/Medical Support, Social Security, Supplemental Security Income/State Supplemental Payments, (SSI/SSP), Pensions, Veterans
Benefits, Workers Compensation, State Disability Insurance (SDI), other Disability, Unemployment Benefits, Military Allotments, Foster Care Income,
Strike Benefits, Back Government Benefits, Lottery Winnings, Money from Insurance/Legal Settlements etc., Cash, Interest Income, Gifts, Loans,
Grants, Scholarships, Tax Refunds, Cal-Learn Bonus, Native American per capita payment, Rental Income or anything else.

If “Yes’, Complete Below:

Name Used What Where When Amount (before deduction, if any) How Often € Diversion Payment
Received
C. Does anyone expect a change in the amount of money received now, such as a cost-of-living raise? € Yes € No
11. Which parent/adult has earned the most money in the last 24 months? Name - Supplemental Fom completed?
12. A. s anyone, including children, working or does anyone expect to go to work, including part-time YES NO € Prior € Current € Future
and occasional work? € Self Employed Farmer
B. Has anyone stopped or refused work or training within the last 60 days? CA-4 Wks €a €b
C. Is anyone on strike? FS-60 days €a €b
If “Yes”, Complete Below MC-30Days €a €b
a. Name Self-Employed Employer Name Occupation € Date last worked:
€Yes €No € 40% € Actual
Days/Hours worked per month Pay Dates ;Vages before Deductions Tips or Commissions €Yes €NoAmount$ || € Annualized € Bus. Exp.
uiB
b. Name Self-Employed Employer Name Occupation € Must Apply
€Yes €No € Currently Receiving
Days/Hours worked per month Pay Dates Wages before Deductions Tips or Commissions €Yes €NoAmount$ |[ € Ineligible Reason
$ € Employer Statement

13.  Does anyone own any personal or business property which cost at least $100 or which is now

€ Personal Property $500. +

worth at least $100 ($50 for GR) such as: €Yes €No for Pickle Program
. boats, 3-wheelers, off-road vehicles, snowmobiles, mobile homes, campers, or trailers
. guns, tools, business or sporting equipment, etc. € Business Property
. pets or livestock
*  jewelry, artwork, antiques, collections, cameras, musical equipment (pianos, guitars, amplifiers, etc.)
If “Yes”, complete below: Do not include wedding and engagement rings or heirlooms.
Item Date Bought Purchase Price or Current Value Amount Owed Used for Business
€ Yes € No
€ Yes € No
€ Yes € No
14.  Does anyone own, have the use of or have their name on the registration of any motor vehicle, COUNTY USE SECTION
even if not running? €Yes €No
If “Yes”, complete below; look at your registration to get the facts for each vehicle.
VEHICLE (1) VEHICLE (2) VEHICLE (3) VEHICLE (4) € Exempt
Owner of Vehicle
Name or person who uses the vehicle
Year/Make/Model Total Value $
License Number
Estimated Value Grand Total Countable Prop
Balance Owed (from 3 and 17)
Leased Vehicle €Yes €No €Yes €No €Yes €No €Yes €No $
Licensed (Registered) € Yes € No € Yes € No € Yes € No €Yes €No
How do you use the vehicle?
15. A. Are there any liens or have you borrowed any money against your property to pay medical bills? €Yes €No
B. Have you used any of the items in question 3, 15 or 16 to pay for medical expenses? €Yes €No € MC 174
16.  Has anyone sold, spent, traded, transferred, or given away any real property, such as a house or land; or
personal property such as money, cars, bank accounts; money from a legal or accident insurance
settlement, or anything else? If “Yes”, explain what and when: €Yes €No €LTC
List any property sold or traded within the last 2 ¥ years.
€ Closed Account
17. A. Did anyone have medical/pregnancy expenses in the last three months? €Yes €No
B. Does this person wish to apply for Medi-Cal coverage for those three months? €Yes €No € MC 210A
If “YES”, who and for which month? € Who: When:
18.  Does anyone have a mental health or medical condition or situation that requires extra expense, € Yes €No € DFA 285C
such as, a special diet, medical equipment, etc.? If “YES”, explain: € Special Need
$

€ Working Disabled

¥k MEDI-CAL ONLY — GO TO QUESTION NUMBER 23 *****




19.  You can authorize someone else in your household or someone outside your household to pick up your food stamps €F.S.ID Issued
or to use them to buy food for you. If you would like to authorize someone, complete below:
Name of Authorized Representative Address Phone
20. Does anyone get food from any of the following programs? €Yes €No
. Food distribution program operated by a Native American reservation
. Any other food distribution programs or communal dining facility
21. s anyone living with you age 60 or older and unable to buy food and fix meals separately € Yes €No Separate household eligible:
€Yes €No
because of a disability? If “YES”, explain who:
22. A. Isanyone who is in the cash aid or food stamp household avoiding or running from the law to avoid a felony
prosecution, custody or confinement, or in violation of probation or parole? €Yes € No
If “YES”, give name of the person:
B.  Has any member of the household been convicted of a drug-related felony for possession, Convicted after:
use, or distribution of controlled substance(s)? €Yes € No € 08/22/9
Give facts for food stamps for crimes/convictions on or after 8/22/96; and for cash aid convictions on £ 010198
or after 1/1/98. If “YES”, complete below:
Name of person convicted Date Convicted Date Crime Committed
*kkkk SERVICES *kkkk
23.  The following services are available. Your answers to these questions will not affect your eligibility. YES | NO
Regular check-ups and immunizations to help protect your family’s health are available upon
request through the Child Health and Disability Prevention Program (CHDP) for eligible members
of your family under age 21. Check ( [7) each item YES or NO
A. Do you want more information about CHDP? € CHDP Referral
Do you want CHDP medical and/or dental services?
B. Do you want more information about immunization services? € Immunization Information
C. Ifyou are pregnant, you can get help finding a doctor, getting healthy foods, transportation and other help. € Pregnant
Do you want to talk to someone about this help?
D. Avre you breastfeeding a child? € WIC Referral
If Yes, have you given birth within the last 12 months? € Parent or Guardian of child
Ifyou (O) Yesto (23) C or D you may be eligible to services provided by the Special Supplemental under 5
Food Program for Women, Infants and Children (WIC).
E. Many service programs are available to you. If you are interested in any of the following services,
please ask your worker for more information.
. Child Abuse . Mental Health Services/Counseling € Services Referral
. Drug and Alcohol Counseling . Employment and Training Services
. Domestic Violence . Housing Services € Family Planning
. Family Planning . Social Worker Information Given
COUNTY USE SECTION
Eligibility Worker's Signature Date
Supervisor's Signature Date
Yes No N/A Yes No N/A
Residency/Relocation Income - Gross and net income
Deprivation Work Registration/F-Set ABAWDs
Age Requirement Sponsored Alien
Citizen/Eligible non-citizen School Enroliment
SSN # Pregnancy verified/WIC referral
Immunization Record GR1
Aged/Disabled MAP Exemption (reason)
Identification DFA 285-C
Property - $ Federal participation established
Referred for Health Care Options (HCO) presentation If “no”, explain:
(Managed Care)
REDETERMINATION (Notes) HH Comp: AU Size:
ELIGIBLE (Reason) Eligibility Conditions Met (date):
INELIGIBLE (Reason) Effective Date: Authorization Date:




CERTIFICATION
| understand that | will get disqualification and/or welfare fraud penalties if
on purpose | give wrong facts on the Application and Statement of Facts,
or fail to report all facts or situations that affect my eligibility or benefits
for cash aid, food stamps, and Medi-Cal.

| UNDERSTAND THAT:

If 1 on purpose do not follow cash aid rules, | may be fined up to $10,000

and/or sent to jail/prison for 3 years. And my cash aid can be stopped:

»  For not reporting all facts or for giving wrong facts: 6 month for the
first offense, 12 months for the second, or forever for the third.

»  For submitting one or more applications to get aid in more than one
case at the same time: 2 years for the first conviction, 4 years for
the second, or forever for the third.

»  For conviction of felony thefts to get aid; 2 years for theft of amounts
under $2000; 5 years for amounts of $2000 through $4999.99 and
forever for amounts of $5000 or more.

«  Forever: for giving the county false proof of residency in order to get
aid in two or more counties or states at the same time; giving the
county false proof for an ineligible child or a child that does not exist;
getting more than $10,000 in cash benefits through fraud; getting a
third conviction for fraud in a court of law or an administrative
hearing.

If on purpose | do not follow food stamp rules, my food stamps will be
stopped for 12 months for the first violation, 24 months for the second,
and forever for the third. And | may be fined up to $250,000 and /or sent
to jail/prison for 20 years.

If 1 am found guilty in any court of law because:

» Itraded or sold food stamps for firearms, ammunition, or explosives,
my food stamps can be stopped forever for the first violation.

» |traded or sold food stamps for controlled substances, my food
stamps can be stopped for 24 months for the first violation and
forever for the second.

e |traded or sold food stamps that were worth $500 or more, my food
stamps can be stopped forever.

» Ifiled two or more applications for food stamps at the same time
and gave the county false identity or residence information, my food
stamps can be stopped for 10 years.

| ALSO UNDERSTAND THAT:

Any facts | gave, including benefit and income of facts, will be matched
with local, state and federal records, such as employers, the Social
Security Administration, tax, welfare and unemployment agencies, school
attendance, etc. And for cash aid and food stamps, records will be
matched with law enforcement agencies for arrest warrants.

All facts | gave, including benefit and income facts may be reviewed and
checked out by county, state, and federal personnel. If | give wrong
facts, my cash aid, food stamps and Medi-Cal may be denied or stopped.

My case may be picked for reviews to ensure that my eligibility was
correctly figured and that | must cooperate fully with county, state or
federal personnel in any investigation or review, including a quality
control review.

The county will send facts to the Immigration and Naturalization Service
(INS) to verify immigration status and the facts the county gets from INS
may affect my eligibility for cash aid, food stamps, and full Medi-Cal. But
if | am applying for Medi-Cal Only, AND if | am not (a) a lawful permanent
resident alien (LPR), (b) an amnesty alien with a valid and current |-688,
or (c) an alien permanently residing in the United States under color of
law (PRUCOL), the county will not send facts to the INS.

| or other family members will be required to repay any cash aid | should
not have received.

I must apply for and keep any available health coverage if no cost is
involved:; if I do not, my Medi-Cal will be denied or stopped.

The Food Stamp household, any adult member of a Food Stamp
household (even if he/she moves out), the sponsor of a non-citizen
household member or the authorized representative of residents in an
eligible institution may be required to repay any benefits the household
should not have received.

Any member of my household who is avoiding or running from the law to
avoid a felony prosecution, custody or confinement after conviction, or in
violation of their parole or probation cannot get cash aid or food stamps.

Anyone who has committed or been convicted of a drug-related felony for
possession, use, or distribution of a controlled substance(s) on or after
August 22 1996, cannot get food stamps, or if convicted since January 1,
1998, cannot get cash aid.

| declare under penalty of perjury under the laws of the United States of America and the State of California that the information in this Statement

of Facts Part 1 and Part 2 is true, correct, and complete.

Signature of Applicant/Recipient

Date

Signature (other parent living in the home, if applying for cash | Date
aid)

Signature of witness to mark, interpreter or person acting for Date
applicant.




Attachment 4. Comprehensive Services
Authorization Form




Placer County Systems of Care

SERVICE AUTHORIZATION / REAUTHORIZATION DATA SHEET

PART | - REFERRAL SOURCE INFORMATION

REFERENCE NAME (AKA Individual #1 from Part 11):

Referral from (check one):
[Iprivate Provider [[JMed Clinic [[JEducation [JProbation [[JASoC [Jcsoc [[JACCESS [SFS [[JSATS [[JOTHER

Referral for (check one): [[JManagement Team - Case Conference/Follow-up [ JManagement Team — Targeted out-of-home placement
[]s.0.C. Managed Care Unit [ JOutcome Review Team [ JAutomatic Acceptance into CSOC [JAutomatic Acceptance into ASOC

COMPLETED BY:

DATE COMPLETED:

CONTACT PERSON:

CONTACT PHONE:

PART Il - FAMILY AND HOUSEHOLD INFORMATION

(List Individuals with identified service needs first. Individual #1 will be Reference Name)

I
1. Last Name First Name Middle Initial Service Needs? Yes []
No []
Address City State Home Phone # Work Phone
I
2. Last Name First Name Middle Initial Relationship to #1 Service Needs?  Yes []
No []
Address City State Home Phone # Work Phone
[ same as above
3. Last Name First Name Middle Initial Relationship to #1 Service Needs? Yes []
No []
Address City State Home Phone # Work Phone
[J same as above
4. Last Name First Name Middle Initial Relationship to #1 Service Needs?  Yes [
No []
Address City State Home Phone # Work Phone
[ same as above
5. Last Name First Name Middle Initial Relationship to #1 Service Needs? Yes []
No []
Address City State Home Phone # Work Phone
[J same as above
6. Last Name First Name Middle Initial Relationship to #1 Service Needs?  Yes [
No []
Address City State Home Phone # Work Phone
[J same as above
7. Last Name First Name Middle Initial Relationship to #1 Service Needs? Yes []
No []
Address City State Home Phone # Work Phone
[J same as above
8. Last Name First Name Middle Initial Relationship to #1 Service Needs?  Yes [
No []
Address City State Home Phone # Work Phone
g same as above

Gross Family Income:

—
Dmonthly income under $1500.
I

—
Dmonthly income over $1500.
I

I
|:|no source of income
_

PART lIl - INFORMATION ON INDIVIDUALS WITH IDENTIFIED SERVICE NEEDS

Name (Individual #1 - Reference Name):

Birth Name (Last, First, M.l.)

MOTHER’S FIRST NAME:

SEX:

CmOr

DATE OF BIRTH:
/ /

PLACE OF BIRTH:

County State

Country

AGE:

SOCIAL SECURITY #:

14-digit MediCal #(Managed Care Use Only):

ETHNICITY - Primary (A)
[ Jwhite [lsLack [JHispanic [ JoTHER

ETHNICITY - Secondary (B)
[Jwnite [lsLack [JHispanic [ JoTHer

N

PRIMARY LANGUAGE:
[ JencLisH [ spaNisH [ JOTHER

MARITAL STATUS:
[ IMARRIED [_|SINGLE [_|SINGLE HEAD-OF-HOUSEHOLD

INCOME SOURCE:
[Jssi [lssprspi [Jcatworks [Jerica [ JempLoyED [ JUNEMPLOYMENT INS. [ |NO SOURCE OF INCOME [ _JUNKNOWN

INSURANCE:

[Imepi-cAL [_IMEDI-CARE [_JHEALTHY FAMILIES [_JVICTIM WITNESS [_JPRIVATE (Name of o) __INONE [_JUNKNOWN

LEGAL STATUS:
[_IWARD OF COURT [_|DEPENDENT OF COURT [_JFORMAL PROBATION [_JINFORMAL PROBATION [|_JCONSERVATORSHIP
[ lcws VOLUNTARY [ _JeMANCIPATED [ JNONE [ JUNKNOWN [ JoTHER

PROBLEMS ( Check all that apply):
[ JHEALTH [ JHousING [_]sUBSTANCE ABUSE [_JFINANCIAL [_JMENTAL HEALTH [_JPROBATION [_JEMPLOYMENT [_JOTHER

CURRENT LOCATION:
[ JHomE [ JHOMELESS [ |FOSTER/GROUP CARE
[JoaL [JIuveNILE HALL [ JUNKNOWN

[] BOARD & CARE HOME [_JReC. HOME [] 1.M.D. [_JHOSP/ACUTE PSYCH
[ loTHER

CARE-002 10/01/99 Distribution: White copy — Casefile/Chart Yellow Copy — M.C.U . SEE ATTACHMENT - Additional Individuals with Service Needs:




Service Authorization/Reauthorization Data Sheet - Form Instructions

Purpose
The purpose of this form is data collection for the Placer Co. Service Authorization and Reauthorization process within the Adult and Children’s
Systems of Care. All information reported on this form will be used to monitor and evaluate quality of services.

General Instructions

1. Complete this form whenever a need is identified for behavioral health, * child welfare services, * juvenile probation, * and/or other adult or child
social services. *

2. The agency representative who is requesting services for the adult or child should complete the form.

3. The form is designed to encompass all members of a family or household. * Services can be requested for multiple members of the family or
household using one form.

4. Part Il (Family and Household Information) - Complete for each member of family or household. * If the information is unknown, write “unknown” in
the space provided.

5. Part Ill (Information on Individuals with Identified Service Needs) - Only to be completed for individuals for whom services are being requested. Do not
leave any boxes blank. After making an attempt to acquire the information, if the information is unknown, check the box labeled “unknown” or write
in “unknown.”

*Glossary of Terms

. Behavioral Health - Cognitive, Emotional, and Behavior related services directed at keeping children and adults safe, healthy, at home or in the most
home-like environment, In school or contributing and participating in society, and out of trouble. These services include assessment, psychotherapy,
counseling, day programs, case management, residential treatment, residential care, and substance abuse services.

. Child Welfare Services - Preventative, pre-placement and placement services directed toward protecting children and ensuring that they are safe,
healthy, at home, in school and out of trouble.

. Family or Household - Any individuals who are significant, in the opinion of the referring party, to the service request. Typically, in relationship to a
child, a family is all immediate family members whether living in or out of the home and all other significant individuals living in the home, i.e., step-
family members, parents’ significant others, etc. Typically, in relationship to an adult, all people living under one roof are significant (with the exception
of board and care and group home residents). However, family/household may include other individuals if determined significant in the opinion of the
referring party.

. Juvenile Probation - Preventative, pre-placement and placement services directed toward protecting children and ensuring that they are safe, healthy, at
home, in school and out of trouble.

. Reference Name - Same as Individual #1 in Part Il. This can be any individual in the family with an identified service need. There is no order of priority.
In most cases, the case nhame can be used as the “Reference Name.” This individual is used as a reference point only.

. Social Services Any service provided by the Adult or Children’s’ System of Care which does not fall within typical CWS or Behavioral Health criteria,
i.e., In-Home Supportive Services, Public Guardian, Homemaker Services, Transportation, etc.

Line by Line Definitions or Instructions
Part | - Referral Source Information

Reference Name: Fill in the name from Part I, #1. See Part Il, Name, below.

Referral from:: Check box as applicable. If none apply, check the blank box and write in agency as applicable.

Referral for: Private providers will check “S.0.C. Managed Care Unit.” Agency staff and partners will check box as applicable.

Completed by: Person completing form - Representative of an agency

Date completed: Date form is filled out.

Contact person: Complete if contact person is different from person completing form. If same, write “same.” Contact will be an
agency representative.

Contact telephone number: Direct work phone number of the contact person.

Part Il - Family/Household Information (List Individuals with Identified Need for Services First)

Name: (Individual #1) This can be any individual in the family/household with identified service needs. There is no order of priority. All
individuals are equally important. Individual#1 will be used as a reference point for data collection purposes.

Name: (Individuals #2 - #8) Include all members of the family or household, listing persons for whom services are requested first, but including all
members of the family or household.

Relationship to Individual #1: l.e., “mother,” “father,” “brother,” “sister,” “step-father,” “spouse,” etc. Individual #1 is used as a reference point
only.

Services Needed? If this is an individual for whom you have identified a need for services, check “yes.” This box will be checked on an
individual basis. If no services are being requested, check “no.

Address: Address at which the individual resides. For Individual #2 and following, if the address is the same as Individual #1,
check the box that says, “same as above.”

Home Phone/Work Phone: Home phone # of the individual. If none, write “none.” If same as #1, write “same.”

Family Income: Check if the combined income for the family is over $1500.00 or under $1500.00. This field is a data collection field

that will be used to help identify other services for the family.

Part Ill - Information on Individuals with Identified Service Needs

. Demographic information must be filled out separately for each individual with identified service needs, * beginning with Individual #1. Do not
complete Section Il information on family/household members who do not have identified service needs.

. Complete all boxes. Most of the information requested originates from State or Federal reporting requirements.

. All information requested in this section is specifically to apply to the individual. If there is more than one individual with identified services needs, use
the Services Authorization/Reauthorization Data Sheet - Attachment (CARE-002a) to complete demographic information for additional family/household
members with identified service needs.

Reauthorization for Services
General Instructions
1. Make any updates or changes to the data sheet on the pre-printed, computer generated data form.
2. Use a red pen to make the updates or changes on the form.
3. Update the Heading Information with the current date, contact person, phone number, agency, and person updating form.



SERVICE AUTHORIZATION / REAUTHORIZATION DATA SHEET - ATTACHMENT
REFERENCE NAME:

Name (Individual # ___): BIRTH NAME (Last, First, M..) MOTHER'S FIRST NAME:
SEX: DATE OF BIRTH: | PLACE OF BIRTH: AGE: | SOCIAL SECURITY #: | 14-digit Medi-Cal # (vanaged Care Use only):
;o -

D M D F County State Country
ETHNICITY - Primary (A) ETHNICITY - Secondary (B)

[Iwnrite [ IsLack [ JHispanic [ JoTHER [Iwnrime [ Istack [ JHispanic [ JoTHER [Iva
PRIMARY LANGUAGE: MARITAL STATUS:

[JencuisH [ JspaNisH [ JoTHER [ IMARRIED [ ]SINGLE [ ]SINGLE HEAD-OF-HOUSEHOLD

INCOME SOURCE:

[Issi [ Issprspi [ Jcaiworks [ lericAa [ JEMPLOYED [ JUNEMPLOYMENT INS. [ |NO SOURCE OF INCOME [ JUNKNOWN
INSURANCE:

[ Ivebi-caL [_IMEDI-cARE [_JHEALTHY FAMILIES [_JviICTIM WITNESS [_JPRIVATE (Name of Co) |_INONE [_JUNKNOWN
LEGAL STATUS:

[_JwARD OF COURT [_]DEPENDENT OF COURT [_JFORMAL PROBATION [_JINFORMAL PROBATION [ _JCONSERVATORSHIP

[ Jcws VOLUNTARY [JemancipATED [ INONE [ JUNKNOWN [ JoTHER

PROBLEMS ( Check all that apply):

[ JHeaLTH [ JHousING [ |suesTANCE ABUSE [_JFINANCIAL [ IMENTAL HEALTH [_JPrRoBATION [_JEMPLOYMENT [_JOTHER
CURRENT LOCATION:

[ JHome [ JHomeLEss [ JFOSTER/GROUP CARE [ |BOARD & CARE HOME [_JRec. HOME [ ]1.M.D. [ _JHOSP/ACUTE PSYCH

[JsaL [ JauveNILE HALL [ JunknowN [ JoTHER

Name (Individual #___): BIRTH NAME (Last, First, M.1.) MOTHER’S FIRST NAME:
SEX: DATE OF BIRTH: | PLACE OF BIRTH: AGE: | SOCIAL SECURITY #: | 14-digit Medi-Cal # (vanaged Care Use Onlyy:
JRR -

I:| M I:| F County State Country
ETHNICITY - Primary (A) ETHNICITY - Secondary (B)

[Iwnrime [IeLack [ JHispanic [ JoTHER [Iwrime [ JeLack [JHispanic [ JoTHER CIva
PRIMARY LANGUAGE: MARITAL STATUS:

[ JencuisH [ IspaNisH [ JoTHER [ IMARRIEED [ |sINGLE [ ]SINGLE HEAD-OF-HOUSEHOLD

INCOME SOURCE:

[ssi [Issprspi [ catworks [ ler/ica [ JEMPLOYED [ JUNEMPLOYMENT INS. [_INO SOURCE OF INCOME [_JUNKNOWN
INSURANCE:

[ Imepi-caL [ IMepi-caRe [ JHEALTHY FAMILIES [_JvicTIM WITNESS [_|PRIVATE (Name of Co) |_INONE [_JUNKNOWN
LEGAL STATUS:

[ J]wARD oF couRT [_]DEPENDENT OF COURT [ |FORMAL PROBATION [_JINFORMAL PROBATION [ |CONSERVATORSHIP

[ Jcws VOLUNTARY [ JemancipATED [ NONE [ JUNKNOWN [ JoTHER

PROBLEMS ( Check all that apply):

[ JHeALTH [JHousING [_]suBsTANCE ABUSE [_IFINANCIAL [_IMENTAL HEALTH [_JPRoBATION [_JEMPLOYMENT [_JOTHER
CURRENT LOCATION:

[ JHome [ JHoMELESS [ JFOSTER/GROUP CARE [ |BOARD & CARE HOME [ JRec. HOME [ ]1.m.D. [ |HOSP/ACUTE PSYCH

[lsar  [Jouvenite Hate [ Junknown [ JoTHER
Name (Individual # ) BIRTH NAME (Last, First, M.I.) MOTHER’S FIRST NAME:
SEX: DATE OF BIRTH: | PLACE OF BIRTH: AGE: | SOCIAL SECURITY #: | 14-digit Medi-Cal # (anaged Care Use Orl):
JER .

D M D F County State Country
ETHNICITY - Primary (A) ETHNICITY - Secondary (B)

[ Jwrite [ JBLack [ JHispanic [ JoTHER [ Iwrite [Isack [ JHispanic [ JoTHER [Ina
PRIMARY LANGUAGE: MARITAL STATUS:

[JencuisH [ JspaNisH [ JoTHER [ IMaRRiED [ ]SINGLE [ ]SINGLE HEAD-OF-HOUSEHOLD

INCOME SOURCE:

[Issi [ Issprspi [ Jcaiworks [ lericAa [ JEMPLOYED [ JUNEMPLOYMENT INS. [ |NO SOURCE OF INCOME [_JUNKNOWN
INSURANCE:

[Ivepi-caL [ _IMEDI-cARE [_JHEALTHY FAMILIES [_VICTIM WITNESS [_|PRIVATE (Name of co.) |_INONE [_JUNKNOWN
LEGAL STATUS:

[_JWARD OF COURT [_]DEPENDENT OF COURT [_JFORMAL PROBATION [_|INFORMAL PROBATION [ _JCONSERVATORSHIP

[ Jcws VOLUNTARY [JemancipATED [ INONE [ JUNKNOWN [JoTHER

PROBLEMS ( Check all that apply):

[ JHeALTH [ JHousiNG [_]suBsTANCE ABUSE [ |FINANCIAL [ IMENTAL HEALTH [_]ProOBATION [ JEMPLOYMENT [_JOTHER
CURRENT LOCATION:

[ JHome [ JHomeLEss [ JFOSTER/GROUP CARE [ |BOARD & CARE HOME [_JRec. HOME [ ]1.M.D. [ _JHOSP/ACUTE PSYCH
[ Joa [ JouveniLE HALL [ JunkNownN [ JoTHER

L Cban Chovennenaw Cowevows  Dlower |
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REFERENCE NAME: CARE-013 (MENU) #

COMPREHENSIVE MENU OF AUTHORIZED SERVICES

Designated Staff Team M ember: Date Completed:
Division/Office: Ext.: Case Number:
[lInterim Authorization (Up to 60 days of pre-authorized services) [Iinitial Authorization [|Reauthorization

Family Team I nfor mation:
Targeted Case for Family Teaming? [ ]Yes []No Date of Family Team M eeting (if applicable):
If Family Team was not convened on Targeted Case, please explain:

Agreement on

Family Team Members Check if Relationship or Phone Number Comprehensive
Attended Service Provider Type Menu? (Check box)
Family Team
(All members of team should be included.) Meeting YES NO

Team Membersto be added as a result of Family Team Meeting (include all Service Providers):

Check One
County or Private Provider Name Serviceto be Added Phone Number Coupty Pri\(ate
(include Division Name if County Provider Provider | Provider

Completed pages of Comprehensive Menu Attached | | Page2 [ |Page3 [ |Page4 [ | Page5 [ | Page6

Action Taken:
[ ] Comprehensive Menu Approved from to . (Not to exceed 6 months*)
[ ] Denied [ ] Close Case
Authorized by: Title: Date:
Print name:
*Exceptions - Psych. Med Support, |.H.S.S., Others by Administrative Approval
(If an individual serviceisdenied, draw a line across the service and initial.)

CARE-013  Rev. 7/2000 Distribution: White copy — Casefile/Chart  Yellow copy — S.0.C. Managed Care Unit Pink copy - Other - Page 1 of 6



REFERENCE NAME: CARE-013 (MENU) #

| *Key for Systems Responsible: 1=ACCESS; 2=ASOC; 3=CALWORKS; 4=COMMUNITY HEAL TH; 5=CSOC; 6=EDUCATION; 7-PROBATION; 8-M.C.U. |

A. Cultural Needs:

1. Have culture-specific services been requested or has the need been identified? (e.g., need for Spanish-speaking Provider) []Yes []No
2. ldentify family members needing/r equesting culture-specific services.
3. Action taken: [ ]Referred to culture-specific provider [ 1Provided interpreter/transator [ JAssisted with citizenship application [ |Other

B. Services M anagement

Service Action Duration County Service Sys.*
| ("< "means lessthan or equal to) Delivery Approach | Resp.
[IService Management
List each individual receiving Service Mgmt.:
CJAadd]Cont[Istop | [JO3mo []06mos []O012mo Provide L
CJAadd]Cont[Istop | [JO3mo [J6mos []012mo Provide L
[JAdd[_]Cont[]Stop | [JO3mo [JO6mos []O12mo Provide L
CJAdd[]Cont[Stop | [J03mo [Jo6mos []O12mo Provide _
LJAdd[ICont[ IStop | [J03mo [Joemos [J012mo Provide _
LJAdd[]Cont[]Stop | [J03mo [Jmemos [0 12mo Provide -
C. Emotional and Behavioral Health Assessment
Service Action Units Duration County Service Sys.*
| (SESSION = 60 minutes) Delivery Approach Resp
[IPsychological Evaluation (Ph.D.)
[JAdd[C]Cont[“]Stop Sessions | <3 mos [dProvide[] Purchase |
CJAdd[]Cont[]Stop Sessions | <3 mos Oprovide ] Purchase |
[IPsychiatric Evaluation/Consult/Meds (M.D.)
[JAdd[C]Cont[“]Stop Sessions | <3 mos [dProvide[] Purchase |
CJAdd[]Cont[]Stop Sessions | <3 mos Olprovide ] Purchase |
[Psycho-Social Assessment
CJAdd[]Cont[]Stop Sessions | <3 mos Oprovide ] Purchase |
CJAdd[]Cont[]Stop Sessions | <3 mos Olprovide ] Purchase |
CJAdd[]Cont[]Stop Sessions | <3 mos Olprovide ] Purchase |
CJAdd[]Cont[]Stop Sessions | <3 mos Oprovide ] Purchase |
CJAdd[]Cont[]Stop Sessions | <3 mos Oprovide ] Purchase |
CJAdd[]Cont[]Stop Sessions | <3 mos OProvide ] Purchase |
[JSubstance Abuse Eval.
CJAdd[]Cont[]Stop Sessions | <3 mos Olprovide ] Purchase |
CJAdd[]Cont[]Stop Sessions | <3 mos Olprovide ] Purchase |
[IVvocationa Assessment
CJAdd[]Cont[]Stop Sessions | <3 mos Olprovide ] Purchase |
CJAdd[]Cont[]Stop Sessions | <3 mos Olprovide ] Purchase |
[Jindependent Living Assessment
CJAdd[]Cont[]Stop Sessions | <3 mos Olprovide ] Purchase |
CJAdd[]Cont[]Stop Sessions | <3 mos Oprovide ] Purchase |
[Jin-Home Behavioral Assessment
CJAdd[]Cont[]Stop Sessions | <3 mos Olprovide ] Purchase |
CJAdd[]Cont[]Stop Sessions | <3 mos Olprovide ] Purchase |

CARE-013  Rev. 7/2000 Distribution: White copy — Casefile/Chart  Yellow copy — S.0.C. Managed Care Unit Pink copy - Other - Page 2 of 6



REFERENCE NAME: CARE-013 (MENU) #
D. Emotional and Behavioral Health I ntervention

Service Action Units Duration County Service Sys.*
| (SESSION = 60 minutes) Delivery Approach Resp
[C]Counseling-Individual ./Family
CJAddJCont [(IStop | Sessions | [JO3mo [JO6mos | [JProvide[] Purchase |
CJAdd]Cont [IStop | Sessions | [JO3mo [JO6mos | [JProvide[] Purchase |
[JAdd[]Cont [IStop | _ Sessions | [ ]JO03mo [ ]J6mos | [IProvide[] Purchase |
[JAdd[JCont []Stop | _ Sessions | [JO3mo [ JO6mos | []Provide[ ] Purchase | _
[JAdd[]Cont [JStop | __ Sessions | [J3mo [ J6mos | [IProvide[] Purchase | __
LJAddC]Cont [Stop | __ Sessions | [J03mo [Joemos | [1Provide[] Purchase | _
[ICollatera
CJAdd]Cont [IStop | Sessions | [JO3mo [JO6mos | [JProvide[] Purchase |
CJAdd]Cont [IStop | Sessions | [JO3mo [JO6mos | [JProvide[] Purchase |
[IDay T, Habilitative (Perinatal)
CJAdd[]Cont [IStop Days | [JO3mo[JO6mos | [JProvide[] Purchase |
CJAdd[]Cont [IStop Days | [[]J0O3mo[]O6mos | [JProvide[] Purchase |
[IGroup OMentdl Heath  Clintensive Outpatient (IOF)
CiSusance Abuse. DlPeinad Oucten CJAdd]Cont [(IStop | Groups | [JO03mo [Jm6mos | [JProvide (] Purchase |
CJAddJCont [(IStop | Groups | [JO3mo [JO6mos | [JProvide[] Purchase |
CJAdd[JCont [IStop | Groups | [JO3mo [ J6mos | [IProvide[] Purchase |
[IPsych Med. Group
CJAdd[JCont [IStop | Sessions | [JO6mo [JM2mo | [JProvide[] Purchase |
[IPsych. Med. Support
CJAdd]Cont [IStop | Sessions | [JO6mo [Jd12mo | [JProvide[] Purchase |
CJAdd]Cont [IStop | Sessions | [JO6mo [J012mo | [JProvide[] Purchase |
[IDay Treatment - Adult
(Substance Abuse Services)
CJAdd[]Cont [IStop Days | [JO3mo [JO6mo Purchase |
[[IDay Treatment — Child - Intensive
[CJAdd[]cont [1Stop Days | [JO3mo[Jdemo | [JProvide[]Purchase |
[] Day Rehab. - Adult
[CJAdd[]cont [1Stop Days | [JO3mo [JO6mo Provide _
[[IBehavior Mod./Intervention — Plan Develop.
CJAdd[]Cont [IStop Days | [JO3mo [JO6mo Purchase |
[] other
[CJAdd[]cont [1Stop [JO03mo [Joemo | [JProvide[] Purchase |
E. Health Services
Service Description of Action Duration Total County Service Sys.*
| Service Amounts | Delivery Approach | Resp
[IMedical
CJAdd]Cont[stop | [(JO3mo[JO6mo | $_ Purchase .
[JPrescriptions
CJAdd[]cont[stop | [(JO3mo[J6mo | $_ Purchase _
[IDenta
CJAdd]Cont[stop | [(JO3mo[JO6mo | $_ Purchase .

F. Support Services
CARE-013  Rev. 7/2000 Distribution: White copy — Casefile/Chart  Yellow copy — S.0.C. Managed Care Unit Pink copy - Other - Page 3 of 6



REFERENCE NAME: CARE-013 (MENU) #
Service Action Units Duration Total County Service Sys.*
| Amount Delivery Approach Resp
[JRespite - In-Home
CJAdd[C]cont[JStop Total Hrs | []JO3mo []JO6mos [JProvide [] Purchase
CJAdd[C]Cont[JStop Total Hrs | [[]03mo []06mos [JProvide [] Purchase
[IRespite - Out-of-Home
CJAdd[C]cont[JStop Total Hrs | []JO03mo [JO6mos [JProvide [] Purchase
[IDay Care - In-Home
CJAdd[C]Cont[]Stop Total Hrs | []O3mo []06mos [Provide [] Purchase
CJAdd[C]Cont[]Stop Total Hrs | []003mo []6mos [JProvide [] Purchase
[IDay Care - Out-of-Home
CJAdd[C]Cont[]Stop Total Hrs | []O3mo []06mos [Provide [] Purchase
[ISupervised Visitation
CJAdd[C]Cont[JStop Total Hrs | []O3mo []06mos [JProvide [] Purchase
CJAdd[C]cont[JStop Total Hrs | []O3mo []06mos [IProvide [] Purchase
[Jother
CJAdd[C]cont[JStop [JO3mo [JO6mos [JProvide [] Purchase
G. Individualized Flexible Services
Service Describe Action Duration Total County Service Sys.*
| Service Amount Delivery Approach Resp
[CJCommunity Resources
CJAdd[JCont[dStop | []O03mo [J06mos ClProvide [] Purchase | ___
CJAddC]Cont[JStop | [JO03mo [J06mos [IProvide [ ] Purchase | ____
[CIsdf-Relp
CJAdd[JcCont[dStop | [JO03mo [J06mos ClProvide [] Purchase |
CJAddC]cCont[JStop | [JO03mo [J06mos [IProvide [ ] Purchase | ____
[JEducationa Services
(i.e., Parenting, Anger Mgmt.)
CJAdd[]cont[Istop | [103mo []JD6mos [JProvide [] Purchase
CJAdd[]cont[Istop | [JO3mo [JO6mos [IProvide [] Purchase
[JAdd[]Cont[]Stop | [JO3mo [J6mos CProvide ] Purchase |
[JU.A. Testing
CJAdd[]Cont[]Stop []03mo []6mos [JProvide [] Purchase
CJAdd[]Cont[]Stop [0 3mo []6mos [JProvide [] Purchase
[ Transportation
CJAdd[]Cont[]Stop []03mo []r6mos [JProvide [] Purchase
CJAdd[]Cont[]Stop [0 3mo []6mos [JProvide [] Purchase
[IBasic Needs
CJAdd[]Cont[]Stop []03mo []r6mos [JProvide [] Purchase
CJAdd[]Cont[]Stop [0 3mo []6mos [JProvide [] Purchase
[CIEnrichment Activities
CJAdd[]Cont[]Stop []03mo []r6mos [JProvide [] Purchase
CJAdd[]Cont[]Stop [0 3mo []06mos [JProvide [] Purchase
[Jother
CJAdd[]cont[]stop | []O03mo []JD6mos [JProvide [] Purchase

H. Out-of-Home/Residential Placement

CARE-013 Rev. 7/2000

Distribution: White copy — Casefile/Chart

Yellow copy — S.0.C. Managed Care Unit
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REFERENCE NAME: CARE-013 (MENU) #
Service Action Duration Amount County Service Sys.*
| (Include Name of Facility) per month Delivery Approach Resp
[JEmergency Placement:
CAddJcont[Jstop | [JO3mo[J06mos | ¢ ClProvide[ |Purchase |
CJAdd[]Cont[]Stop [103mo[]06mos | $ ClProvide[ JPurchase |
CJAdd]cont[Jstop | [103mo [J06mos | $ ClProvide[ JPurchase |
[JFoster Home/FFA:
JAdd[]Cont[]Stop []03mo []m6mos $ Purchase _
CJAdd[]Cont[]Stop []03mo []06mos $ Purchase _
JAdd[]Cont[]Stop []03mo []t6mos $ Purchase _
JAdd[]Cont[]Stop 10 3mo []06mos $ Purchase _
[]Group Home —
Child (RCL 12 or below)*
CJAdd[]Cont[]stop | []O03mo []6mos | $ Purchase _
CJAdd[]cont[Istop | [JO3mo []6mos | $ Purchase _
[]Group Home —
Child (RCL 13or 14)*
CJAdd[]Cont[]stop | []O03mo []6mos | $ Purchase _
[JState Hospital (Child)
CJAdd[]cont[]stop | [1O03mo []6mos | $ Purchase _
[cadlifornia Y outh Authority
CJAdd[]Cont[]Stop [Jo3mo[JO6mos | $ Purchase _
[C]Eskaton/IMD/SNF
CJAdd[]cont[]stop | []O03mo []6mos | $ Purchase _
[[IManzanita House
JAdd[]Cont[]Stop [Jo3mo[JO6mos | $ Purchase _
[IBoard and Care
CJAdd[]cont[]stop | []O03mo []6mos | $ Purchase _
[JAssisted Living/Transitional
CJAdd[]Cont[]Stop [Jo3mo[JO6mos | $ Purchase _
[]Semi-Assisted Living
CJAdd[]cont[]stop | []O03mo []6mos | $ Purchase _
[]Progress House
JAdd[]Cont[]Stop [Jo3mo[JO6mos | $ Purchase _
[[]Eagle Recovery
CJAdd[]cont[]stop | []O03mo []6mos | $ Purchase _
[]South Placer Recovery
CJAdd[]Cont[]Stop [Jo3mo[JO6mos | $ Purchase _
[IPatch/T, Augment/Specia Care Increment
CJAdd[]cont[]stop | []O03mo []6mos | $ Purchase _
[IFoster Care — Clothing Allowance (Child) (not monthly)
CJAdd[]Cont[]Stop [JO3mo [JO6mos Purchase _
CJAdd[]cont[Istop | [JO3mo []6mos | $ Purchase -
[Jother
CJAdd[]Cont[]Stop [Jo3mo[JO6mos | $ Purchase _

CARE-013 Rev. 7/2000
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REFERENCE NAME: CARE-013 (MENU) #
|. Education - Referral
Service Action Refer by Sys. K. Financial/Eligibility - Referral
Date: Resp. Service Action Refer by | Sys.
[JCommunity School (Child) Date: Resp
Refer Genera Asst./General Relief
[[IDay Reporting Center (Child) Refer _
Refer CalWORKS (TANF)
Independent Study (Child) Refer -
Refer Foodstamps
[]School/Child Study Team Mtg. Refer _
Refer MediCal
[]SELPA Specialist Referral Refer -
Refer Healthy Families
[ISARB Referral Refer -
Refer CA Children’s Services (CCS)
[]504 Education Plan Referral Refer -
Refer Victim Witness
[JRequest IEP Referral for Refer -
26.5 Assessment SSI/SSDI/SDI
Refer Refer
[[]Special Ed. Assessment Update Worker’s Comp.
Refer Refer
[JIEP Team Referral for SED/ Other
Specia Day Class Assessment Refer
Refer
CIGED (Adult)
: Refer L. Systems Services- Referral
L]Adult Education Service Action | Refer by | Sys.
Refer Date: Resp
[JVocationa Rehabilitation [Jin-Home Supportive Services
Refer Refer
[]other [JAdult Protective Services (APS)
Refer Refer
—_—_—,— e et — e - — - — —_——— e — [ ]Child Welfare Services (CWS)
Servicesin Section H. must meet W& I/Penal Code requirements and Refer
must be initiated by the legally appointed authority. Refer —
J. Legal - Referral Refer
Service Action Refer by Sys. Refer
Date: Resp. [JAdult System of Care
[IFile 300 Petition (Dep. of Court) Refer
Refer [IManaged Care Unit
[informal Probation (Child) Refer
Refer [(IBridge
[IFile 602 Charges with DA Refer
(Ward of Court) CJPublic Health Nursing
[ Tier 3 Disposition/Probation. [ IMed. Clinic
: Refer Refer
[First Offender Program y [JDenta Clinic
— Refer Refer _
[IDiversion et CJALTA Regiond
: = : e Refer _
[[JFormal Disposition/Probation "y [JHealth for All
- - bl Refer
[LIRevocation of Probation (Adult) et [Jother
Refer
[IConservatorship
Refer
[Jother
Refer
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Comprehensive Menu of Authorized Services - Form Instructions

Purpose: The purpose of this form is to authorize and reauthorize comprehensive, integrated services within the Systems of Care. The
form encompasses authorization for both County provided (internal) and County purchased (external) services for a specified time
period. The information on this form will be used in a S.0.C. Managed Care database for services management and tracking.

General Instructions

. This form is completed by Placer County Systems of Care staff only. Please print.

. All services provided to or purchased for a family within the Systems of Care should be included on one (1) menu. For example: If a sister is getting
CWS services in CSOC, mother is a client of ASOC, brother is involved with Juvenile Drug Court — all services for this family should be on one Menu.

. When multiple systems are involved, a staff person in one of the systems is designated as the “Designated Staff Member” for the purpose of
completing the forms. When the forms are complete and signed, copies should be sent to all other assigned case managers who have clients in the
family.

Instructions for Completion
Designated Staff Team Member*

1. Completes Page One (1) — Coversheet/Authorization page down to dashed lines.
. Reference Name: The reference name should correspond with the first name (Individual #1) on the Data Sheet (CARE-002). It will usually be the
case name; however, in a cross-system case, it may be the case name of another system. Ideally, there would be one Data Sheet (CARE-002)
that corresponds to a family unit.

. Interim Authorization — Up to 60 days of initial services can be authorized by a Supervisor/Program Manager (ASOC) or a Program Manager
(CSOC) when a case is initially referred into the system.

. Initial Authorization — The first authorization after a Family Team Meeting or, if the case is not targeted for family teaming, the first authorization
after a client’s plan is completed. The initial authorization can be approved for up to 6 months. “Meds only” and IHSS cases can be approved for
12 months.

. Reauthorization — After the termination date of the period of authorization, any subsequent authorization is referred to as a “Reauthorization.”
The period of reauthorization should not exceed 6 months with the exception of “Meds only” and IHSS cases.

. Family Team/Family Team Member — Core group of people who either are a part of the family or support the family (e.g., social workers,
probation officers, teachers, doctors, nurses, ministers, friends and others). Each member shares their knowledge in identifying family strengths,
clarifying objectives, and creating a service plan to help the family achieve its desired outcomes. All family team members have equal voice and
family team decisions are made by consensus.

. Targeted Case — All cases in the Children’s System of Care are targeted for family teaming. In Adult System of Care the following cases are
targeted for family teaming: 1) All cross-systems cases 2) All placement cases 3) All Bridge cases. However, every case in the Systems of
Care will use the “CARE” forms for Service Authorization and Reauthorization. (as of 11/08/99).

2. Fill in Reference Name and CARE-013 (MENU)# on each page (2-6) on which you will be requesting services. The CARE-013 (MENU) # is pre-printed
on page one (1) of the Menu. Write in the number from page one on each additional page in the space provided.
3. Completes Section “A,” Page Two (2) — Cultural Needs.

. The questions asked in this section are regulatory requirements. If question #1 is answered “no,” do not continue to questions #2 & #3. If

question #1 is answered “yes,” questions #2 & #3 must be answered.

4. Complete Sections “B” — “L”, pages 2 through 6. Page 2 is always necessary; however, pages 3 —6 are only required to be attached if services on
those pages are requested. Check boxes for pages attached on bottom of Page one (1).

5. General Instructions for completion of Sections “B”— “H.”
. Service — Always list the names of the individual family members who will receive that service. Exception - In the referral sections, “I” — “L,” a

referral may benefit the entire family. If so, either chose one of the members of the family as the listed name or write “Last Name Family,” (e.g.,
“Smith family”). If you do not have enough spaces available under the service, completely cross out the service below and continue with family
members.

Action — Add = First time individual service is authorized; Continue = Individual service is being reauthorized; Stop = Discontinue this individual
service.

. Units — The unit of service can change with different service types. Behavioral Health Assessments and Interventions are typically calculated by
“Sessions” which are defined as 60 minutes. This does not confine the Providers to 60 minute sessions; session length should be determined by
clinical appropriateness for each individual client; however, it does limit the total length of time a client is seen. Assessments are usually 2 to 3
hours. The number of Behavioral Health Interventions sessions/groups should be determined by client need and professional judgement.

. Duration — Length of time of approval of each individual service. Select on option. Services should not be approved for more than 6 months
unless it is a “Meds only” or “IHSS” case or with Management approval. “<” means “less than or equal to.”

. Total Amounts — Dollar amount of services. Sections “E” — “H.” Use actual cost of service or amount of bills when known. Section "H." Out-
of-Home/Residential Placement asks for the amount per month, not the total amount.

. County Service Delivery Approach — Check the appropriate box. “Provide” means that the service is being provided by internal Placer County
staff. “Purchase” means that Placer County Systems of Care is purchasing the service from an outside provider or vendor.

. Sys. Resp.* = Systems Responsible — Use the Key at the top of page 2 to select the appropriate system. At times, more than one system may
be responsible for a service (i.e., Service Management). If this is the case, use the number key for each system (2,5) = ASOC and CSOC.

6. General instructions for completion of Sections “I” — “L.”

. These sections are to document referrals for services.

. Service — Use an individual or a family unit as appropriate.

. Action — Always “refer.”

. Refer by Date — Date by which the designated staff person in the System Responsible will make a referral for the service indicated.

. Sys. Resp. — See #5 above.

Supervisor (or Supervisor/Senior in ASOC)

1. Review Page One (1) to ensure that the Family Team was involved in the planning of services, if this is a targeted case. If the Family Team did not
meet, review explanation.
Review all services requested on the Comprehensive Menu of Authorized Services (CARE-013).
Use the Service Concerns Summary (CARE-012) in the decision making process regarding the appropriateness of the requested services.
If an individual service is denied, cross through the service and initial.
Complete the Action Taken Section on Page One (1).
a. If the menu is approved, check the box “Comprehensive Menu Approved” and write in the approval dates. These dates should correspond
with the case plan (Unified Services Plan CARE-008). Period of approval should not exceed 6 months with the exception of “Meds only” cases,
IHSS, and by management approval.
b. If the entire request is denied, check the box labeled “denied.”
c. If the case should be closed, check the box labeled “close case.”
d. Sign in space next to “Authorized by,” include your title and the date you are signing the Menu.
e. Print your name in space provided.

agrwN
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ADDENDUM TO
COMPREHENSIVE MENU OF AUTHORIZED SERVICES

Reference Name: Case Number: Date Completed:

Designated Staff Team Member: Division/Office: Ext.:

|*Key for Systems Responsible: 1=ACCESS; 2=ASOC; 3=CALWORKS; 4=COMMUNITY HEALTH; 5=CSOC; 6=EDUCATION; 7=PROBATION; 8=M.C.U. |

Emotional and Behavioral Health Services — Assessment / I ntervention (Circle One)

Service Action Units Duration County Service Sys.*
(SESSION = 60 min.) Delivery Approach Resp

Service Type (Must match Menu service description):

Service Individuals:

[JAdd [Jcont [JStop Sessions | []<3mo [J<émos | [JProvide [] Purchase
[Jadd [Jcont [Istop Sessions | [J<3mo []<6mos | [JProvide [] Purchase
[JAdd [Jcont [Istop Sessions | []<3mo [J<émos | [JProvide [] Purchase

Emotional and Behavioral Health Services— Assessment / I ntervention (Circle One)

Service Action Units Duration County Service Sys.*
(SESSION = 60 min.) Delivery Approach Resp

Service Type (Must match Menu service description):

Service Individuals:

[Jadd [Jcont [Istop Sessions | [J<3mo []<6mos | [JProvide [] Purchase
[JAdd [Jcont [JStop Sessions | []<3mo [J<6mos | [JProvide [] Purchase
[Jadd [Jcont [(Istop Sessions | [J<3mo []<6mos | [JProvide [] Purchase

Health Services/ Support Services/ Individualized Flexible Services (Circle One)

Service Action Units Duration Total County Service Sys.*
(If applicable) Amount Delivery Approach Resp
Service Type (Must match Menu description)
Service Individuals:
[JAdd [Jcont [JStop [(J<3mo [J<6mos | $ [Provide [] Purchase
[Jadd [Jcont [(Istop [J<3mo [J<6mos | $ [provide [] Purchase
[JAdd [Jcont [JStop [(J<3mo [J<6mos | $ [Provide [] Purchase
Out-of-Home/Residential Placement:
Service Action Duration Amount per County Service Sys.*
month Delivery Approach Resp
Type of Placement/Name of Facility
Service Individuals:
[JAdd [Jcont [stop | [J<3mo [J<6mos | $ [Provide [] Purchase
[JAdd [Jcont [Jstop | [J<3mo [J<6mos | $ [provide [] Purchase
County or Private Provider Name Phone No. Service to be Provided County Provider | Private Provider
CARE-013 (Menu)#: Approved from to (Must match Menu dates)
Authorized by: Title:
Print Name: Date:

CARE-014 Rev. 08/07/2000 Distribution: White copy - Casefile/Chart Yellow Copy - S.0.C. Managed Care Unit Pink copy fi Other case/Acct. (G-Line)



Attachment 5: Consolidated Health Claim




PLACER COUNTY
PUBLIC HEALTH CONSOLIDATED CLAIM
DEVELOPMENTAL HISTORY AND PURPOSE

DESCRIPTION OF THE CLAIM PROCESS

The proposed claim was modeled after the federally approved Welfare Administrative Claim.
All alocation methodologies were copied in principle. The treatment of salary and benefit costs,
overhead costs, and direct expenditure costs use the same definitions and methodologies. The
claim was developed using MICROSOFT EXCEL software.

The process begins with a quarterly time study by al direct program staff. The staff identify
both a program and an activity for each 15-minute increment of time throughout the eight-hour
day of the middle month of the quarter. This single month time study follows the accepted
methodology of the Welfare claim.



COMBINED CLAIM TIME STUDY

[Name Position SSN SPMP Org. Full Time Month
Sue Smith PHN 1 (Yes) No Community Health (Yes) No Feb-00
e 1 2 3 4 5 7 8 9 10 11 12 13 14 15 16 17 18 19 20 21 22 23 24 25 26 27 28 29 30 31
7:00 - 7:30
7:30 - 8:00
8:00 - 8:30 |[AF2 |MG8 [GN10|TB2 [GNS5 AF5 |FD10 |GN8 |AF5 |MG5 AF5 |AE1 |GN8 |GN5 |AE1l AF2 |TB2 |AE1 |GN10|AF5 GN8 |AE1l
8:30 - 9:00 |[AF2 |MG8 [GN10|TB2 [GNS5 AF5 |FD10 |GN8 |AF5 |MG5 AF5 |AE1 |GN8 |GN5 |AE1l AF2 |TB2 |AE1 |GN10|AF5 GN8 |AE1l
9:00 - 9:30 |[AF2 |MG8 [GN10|TB2 [GNS AF2 |AF2 |GN8 |AF5 |MG5 MG5 |AE1 [GN8 |GN5 [AE1l AF2 |TB2 |AE1 |GN10|AF5 GN8 |AE1l
9:30 - 10:00 |[AF2 |MG8 [GN10|TB2 [GNS5 AF2 |AF2 |GN8 |AF5 |MG5 MG5 |AE1 [GN8 |GN5 [AE1l AF2 |TB2 |AE1 |GN10|AF5 GN8 |AE1l
10:00 - 10:30/|AF2 [MG8 |GN10[TB2 |GN5 AF2 |AF2 |GN8 |AF5 |MG5 AF5 |AE1 |GN8 |GN5 |AE1l AF2 |AF2 |AE1 |GN10|AF5 GN10|AE1l
10:30 - 11:00[|AF2 [MG8 |GN10|TB2 |GN5 AF2 |AF2 |GN8 |AF5 |MG5 AF5 |AE1 |GN8 |GN5 |AE1l AF2 |AF2 |AE1 |GN10|AF5 GN10|AE1l
11:00 - 11:30/|AF2 [MG8 |GN10[TB2 |GN5 AF2 |AF2 |GN8 |AF5 |MG5 AF5 |AE1 |GN8 |GN5 |AE1l AF2 |AF2 |AE1 |GN10|AF5 GN10|AE1l
11:30 - 12:00/|AF2 [MG8 |GN10[TB2 |GN5 AF2 |AF2 |GN8 |AF5 |MG5 AF5 |AE1 |GN8 |GN5 |AE1l AF2 |AF2 |AE1 |GN10|AF5 GN10|AE1l
12:00 - 12:30
12:30 - 1:00
1:.00 - 1:30 (FD10 |CF5 [AF5 |TH11 [GN10 AF2 |AF2 |GN8 |AF5 |MG5 MG5 |AE1 [M68 |GN5 [AE1l AF2 |AF2 |MG5 |GN10|AF5 GN10|AE1l
1:30 - 2:00 (FD10 |CF5 [AF5 |TH11 [GN10 AF2 |AF2 |GN8 |AF5 |MG5 MG5 |AE1 [GN8 |GN5 [AE1l AF2 |AF2 |MG5 |GN10|AF5 GN10|AE1l
2:00 - 2:30 |[FD10 |CF5 |AF5 |TH11 |[GN10 AF2 |AF2 |GN8 |AF5 |MG5 MG5 |AE1 [GN8 |GN5 [AE1l AF2 |AF2 |MG5 |GN10|AF5 GN10|AE1l
2:30- 3:00 |[FD10 |CF5 |AF5 |TH11 |[GN10 AF2 |AF2 |GN8 |AF5 |MG5 MG5 |AE1 [GN8 |GN5 [AE1l AF2 |AF2 |MG5 |GN10|AF5 GN10|AE1l
3:00 - 3:30 |[GNS |CF5 |AF5 |TH11 |[GN10 AF2 |AF2 |GN8 |AF5 |MG5 MG5 |AE1 [GN8 |GN5 [AE1l AF2 |AF2 |MG5 |GN10|AF5 GN10|AE1l
3:30- 4:00 |[GN5 |CF5 |AF5 |TH11 |[GN10 AF2 |AF2 |GN8 |AF5 |MG5 MG5 |AE1 [GN8 |GN5 [AE1l AF2 |AF2 |MG5 |GN10|AF5 GN10|AE1l
4:00 - 4:30 |[GN5 [CF5 |AF5 [TH11 |GN10 AF2 |AF2 |GN8 |AF5 |MG5 AF5 |AE1 |GN8 |GN5 |AE1l AF2 |AF2 |MG5 |GN10|AF5 GN10|AE1l
4:30- 5:.00 |[GN5 [CF5 |AF5 [TH11 |GN10 AF2 |AF2 |GN8 |AF5 |MG5 AF5 |AE1 |GN8 |GN5 |AE1l AF2 |AF2 |MG5 |GN10|AF5 GN10|AE1l
5:00 - 5:30
5:30 - 6:00
Other
Total Hours: 8 8 8 8 8 8 8 8 8 8 8 8 8 8 8 8 8 8 8 8 8 8
TOTAL 176
ACTIVITIES EMPLOYEE: | hereby certify that his s a true and accurate report of my time and SUPERVISOR: | hereby certify that the employee's time records have been
1= Outreach 7 = Non-SPMP Training 12 = Paid Time Off 50 = WIC Nutrition Eduction that the functions were performed as shown above. examined and that, to the best of my knowledge and belief, this time record
2 = Medical Case Management 8 = SPMP Program Planning 13 = Supervision 51 = WIC Breastfeeding Support is true and correct and the functions were performed as shown above.
3 = SPMP Intra/Interagency 9 = Quality Mgmt by SPMP 14 = SPMP Health Education 52 = WIC Client Services
4= Non-SPMP Intra/interagency 10 = Non-Program Specific General 15 = Non-SPMP Health Ed. 53 = WIC General Administration
5 = Program Specific Admin. Admin (use for Overtime & CTE) 16 = PHN Case Management (Lead) 54 = WIC Paid Time Off
6 = SPMP Training 11 = Other Activities OP = Off Payroll (Lunchtime, etc.) Employee’s Signature Date Supervisor's Signature Date




AF
AE
AT
AZ
CD
CF
Cw

CY
DH
EG
FC
FD
GN
LD
MC
MG

MM
MP
PE
PG
SA
SP
B
TH
TP
TZ
WC

AS
SF
SH

CC
CM
CS

CH
CP

oT

TO

PROGRAM CODES

AFLP

AIDS EDUCATION
AIDS/HIV TESTING

AIDS DRUG ASSISTANCE
COMMUNICABLE DISEASE
CAL LEARN

CWS-CHILD WELFARE SERVICES
(USE FOR ANY SERVICE/VISIT FOR WHICH A SUSPECTED CHILD ABUSE REPORT IS COMPLETED)

CHLYMADIA

MILES OF SMILES DENTAL PROGRAM

PREVENTIVE HEALTH CARE FOR AGING

CHDP FOSTER CARE ADMIN

FETAL INFANT MORTALITY

GENERAL NURSING

LEAD PREVENTION

GENERAL MATERINAL CHILD HEALTH (NON STAT FUNDED)

MATERNAL CHILD HEALTH
(TO BE USED ONLY BY STAFF FUNDED BY THE STATE MCH BRANCH)

(MOMS) MATERNAL OUTREACH
CPSP

PERINATAL OUTREACH
PRENATAL CARE GUIDANCE
SURVEILLANCE AIDS

AFLP SIBLING
TUBERCULOSIS
TUBERCULQOSIS HOUSING
TOBACCO

IMMUNIZATION TRACKING
wiIC

IN HOME SUPPORT SERVICES ONLY

ADULT SERVICES
FAMILY PRESERVATION
IN HOME SUPPORT CARE

CCS
CCS AIDS
CCS INTENSIVE CASE MANAGEMENT
CCS

CHDP
CHDP

CHDP-PLACER CO MATCH

OTHER (TO BE USED FOR ALL PROGRAM SERVICES NOT LISTED ABOVE)

PAID TIME OFF

C:\CROBERTS\Consolidated Claims\PROGRAM CODES FOR TIMESTUDIES.doc



December 6, 2000

Billed to State of California
Department of Health Services
714 P Street, Room 1140
Sacramento, CA 95814

SUMMARY INVOICE FOR CONSOLIDATED HEALTH CLAIM

State General Fund $0

Title V

Title XIX Enhanced

Title XIX Non Enhanced
Lead Case Management
Childhood Lead Poisoning

[cNeNoNoNo)

Total Expenditures Claimed $0

Less Tobacco (Payments Advanced)

COUNTY EXPENDITURE CERTIFICATION

| hereby certify, under penalty of perjury, that the amounts reported herein have been expended
and are properly chargeable as expenditures to health programs listed on the attached claim in accordance
with the methodology agreed upon by State Department of Health Services and Placer County Department

of Health and Human Services.

Signature of Fiscal Officer for Health Department

C:\CROBERTS\SB1846CONSOLIDATED CLAIM.xls

Date




COUNTY OF PLACER
DEPARTMENT OF HEALTH AND HUMAN SERVICES
CONSOLIDATED HEALTH CLAIM

Consolidated Claim

PROGRAM PROGRAM INDEX | CONTRACT PCA | AIS NON TOTAL STATE TITLE CHILD HOOD TITLE NINETEEN TITLE NINETEEN TITLE NINETEEN TOTAL FED TOTAL
CODE DESCRIPTION NUMBER ENHANCED [ ENHANCED | AMOUNT | GENERAL FIVE LEAD PROGRAM LEAD CASE ENHANCED NON EXPENDITURES | CONTRIBUTION | OTHER
FUND MANAGEMENT ENHANCED CLAIMED

EG PREVENT. H.C. FOR AGING 4527 99-85305 51365| 265 | $ -1$ -1$ -1$ $ $ -1$ $ $ $ -1 $ -1 3% -1 -
DH MILES OF SMILES 4533 99-85151 51375| 265 | $ -1$ -1$ -1$ $ $ -1$ $ $ $ -1 -1 $ -1 -
B TUBERCULOSIS 9430| TBCSGF-90-31|51326| 266 | $ -1$ -1$ -1$ $ $ -1$ $ $ $ -1 -1 $ -1 -
TH TUBERCULOSIS HOUSING HOUSES-90-31 $ -1$ -1$ -1$ $ $ -1$ $ $ $ -1 -13$ -1 -
CS CCS 4855 alloc 52450| 277 | $ -1$ -1$ -1$ $ $ -1$ $ $ $ -1 -13$ -1 -
CS CCS-E&NE 4855 alloc 95917| 661 | $ -1$ -1$ -1$ $ $ -1$ $ $ $ -1 3% -1 -1 -
CM CCS INTENSIVE CASE MGMT 4855|NO CONTRACT| 95917 661 | $ -1$ -1$ -1$ $ $ -1$ $ $ $ -1 $ -1 -1 -
AE AIDS EDUCATION 4492 99-85102 51312| ca | $ -1$ -1$ -1$ $ $ -1$ $ $ $ -1 -1 -1 -
AT AIDS/HIV TESTING 99-85102 $ -1$ -1$ -1$ $ $ -1$ $ $ $ -1 -1 -1 -
CcC CCS AIDS 4492|NO CONTRACT|51346| ca [ $ -1$ -1$ -1$ $ $ -1$ $ $ $ -1 $ -1 -1 -
SA AIDS SURVEILLANCE 4493 99-85102 51323| ca | $ -1$ -1$ -1$ $ $ -1$ $ $ $ -1 $ -1 -1 -
CH CHDP 4855 alloc 52482| ca | $ -1$ -1$ -1$ $ $ -1$ $ $ $ -1 -1 -1 -
CH CHDP - E 4855 alloc 52411| ca | $ -1$ -1$ -1$ $ $ -1$ $ $ $ -3 -3 -3 -
CH CHDP - NE 4855 alloc 52412 ca | $ -1$ -1$ -1$ $ $ -1$ $ $ $ -1 -1 -3 -
CP CHDP PLACER CO MATCH - E 4855 alloc 52463| ca | $ -1$ -1$ -1$ $ $ -1$ $ $ $ -1 -1 -3 -
CP CHDP PLACER CO MATCH - NE 4855 alloc 52464| ca | $ -1$ -1$ -1$ $ $ -1$ $ $ $ -1 -3 -3 -
AF AFLP 4915 199931 52443| ca | $ -1$ -1$ -1$ $ $ -1$ $ $ $ -3 -1 -1 -
FD FETAL INFANT MORTALITY 4915 199931 52436 ca | $ -1$ -1$ -1$ $ $ -1$ $ $ $ -1 -1 -1 -
MCH MATERNAL CHILD HEALTH 4915 199931 52436| ca | $ -1$ -1$ -1$ $ $ -1$ $ $ $ -3 -1 -3 -
MCH MATERNAL CHILD HEALTH - E 4915 199931 52451| ca | $ -1$ -1$ -1$ $ $ -1$ $ $ $ -3 -1 -3 -
MCH MATERNAL CHILD HEALTH - NE 4915 199931 52456| ca | $ -1$ -1$ -1$ $ $ -1$ $ $ $ -1 3% -3 -3 -
MM MATERNAL OUTREACH - E 4915 199931 52458| ca | $ -1$ -1$ -1$ $ $ -1$ $ $ $ -1 -1 -1 3% -
MM MATERNAL OUTREACH - NE 4915 199931 52459| ca | $ -1$ -1$ -1$ $ $ -1$ $ $ $ -3 -3 -1 -
PE PERINATAL OUTREACH - E 4915 199931 52406 ca | $ -1$ -1$ -1$ $ $ -1$ $ $ $ -1 -1 -1 -
PE PERINATAL OUTREACH - NE 4915 199931 52408| ca | $ -1$ -1$ -1$ $ $ -1$ $ $ $ -1 -1 -1 3% -
SP AFLP SIBLING (ASPPP) 4915 199931 52480 ca | $ -1$ -1$ -1$ $ $ -1$ $ $ $ -1 -3 -1 -
TZ IMMUNIZATION TRACKING 9430 99-86355 95333 ca | $ -1$ -1$ -1$ $ $ -1$ $ $ $ -3 -1 -1 3% -
LD LEAD PREVENTION - E 97-11571 51493 $ -1$ -1$ -1$ $ $ -1$ $ $ $ -1 -1 -1 -
LD LEAD PREVENTION - NE 97-11571 51494 $ -1$ -1$ -1$ $ $ -1$ $ $ $ -1 -3 -1 -
LD LEAD PREVENTION - CASE MANAGEMENT 97-11571 51492 $ -1$ -1$ -1$ $ $ -1$ $ $ $ -1 -1 -1 -
LD LEAD PREVENTION SGF 97-11571 51491 $ -1$ -1$ -1$ $ $ -1$ $ $ $ -1 -3 -1 -
AS ADULT SERVICES $ -1$ -1$ -1$ $ $ -1$ $ $ $ -1 -3 -3 -
AZ AIDS DRUG ASSISTANCE $ -1$ -1$ -1$ $ $ -1$ $ $ $ -1 -3 -1 -
CD COMM. DISEASE $ -1 -1 -1 $ $ -1 $ $ $ -3 -1 -1 -
CF CAL LEARN $ -1 -1 -1 $ $ $ -1 $ $ $ -1 -1 -1 -
cw Cws $ -1 -1 -1 $ $ -1 $ $ $ -1 -1 -1 -
GN GENERAL NURSING $ -1$ -1$ -1$ $ $ -1$ $ $ $ -1 -3 -3 -
oT OTHER $ -1 -1 -1 $ $ -1 $ $ $ -1 -1 -1 -
SF FAMILY PRESERVATION $ -1$ -1$ -1$ $ $ -1$ $ $ $ -1 -3 -1 -
SH IN HOME SUPPORT CARE $ -1$ -1$ -1$ $ $ -1$ $ $ $ -3 -3 -1 -
WC WIC 99-85737 $ -1$ -1$ -1$ $ $ -3 $ $ $ -1 -1 $ -1 $ -
MC GENERAL MATER CHILD HEALTH $ -1$ -1$ -1$ $ $ -1$ $ $ $ -3 -3 -1 -
TP TOBACCO $ -1 $ -3 -1 $ $ $ -3 $ $ $ -3 -3 -3 -

TOTALS $ BE -3 BE $ $ BE $ $ $ -3 BE BE -
BREAKDOWN OF MCH
MP CPSP 199931 $ -1$ -1$ -1$ $ $ -3 $ $ $ -1 -8 -8 -
PG PRENATAL CARE GUIDANCE 199931 $ -1$ -1$ -1$ $ $ -1$ $ $ $ -1 -1 -1 -
MG MATERNAL CHILD HEALTH 199931 $ -1$ -1$ -1 $ $ $ -1 $ $ $ $ -3 -3 -3 -

12/06/2000 Placer County Consolidated Claim



EXPENDITURE INPUT

COUNTY OF PLACER
DEPARTMENT OF HEALTH AND HUMAN SERVICES
CONSOLIDATED HEALTH CLAIM
COST POOLS SUMMARY

Direct Costs

Medi-Cal Percentage

Allocatable Cost Pools

Overhead

Salaries & Benefits

Pool Subtotal

AR A

AE

AF

Direct Costs Subtotal

@

AS

Subtotal

AT

AZ

CC

CD

Allocable Cost Pools - Ch

ildren's Med Svces

CF

Overhead

$

CH

0.7671

Salaries & Benefits

$

CM

Pool Subtotal

$

CP

CS

0.6502

Direct Cost Subtotal

CW

Subtotal

DH

EG

Total All Cost

FD

GN

LD

MC

MG

0.278

MM

MP

oT

PC

PE

PG

SA

SF

SH

SP

TB

TH

TP

TZ

WC

BB | PP | PR |R| P || PR AR |R| R || R |R R B8 || B |r| B|R|R RSB |R|R|r | R

&

Total Direct Cost




COUNTY OF PLACER
DEPARTMENT OF HEALTH AND HUMAN SERVICES
CONSOLIDATED HEALTH CLAIM

DISTRIBUTION OF HOURS WORKED

[T 2| 3 5 6 ] 9 | 10 | 11 2 3 4 15 16 50 51 52 | 53 | 54 | rato |

Programs
AE 25 - 55 = 55 35 = - - = 95 = - 4.0 = = = = = 0.0
AF 15 270.0 26.0 1.0 38.0 655 = 115 6.0 23.0 = = 20.0 = = = = = = 0.1
AS = 40.0 - = = - = - - = = = - = = = = = = 0.0
AT = B B = 7.0 18.0 = B B = 12.0 = B = = = = = = 0.0
AZ = - - = = - = - - = = = - = = = = = = -
CD 35 73.0 B = 125 9.0 = B 2.0 105 54.5 15 15 35 = = = = = 0.0
CF = 1265 50 = 8.0 4.0 = - - 105 = = 12.0 = = = = = = 0.0
cwW = 10 B = = B = B B = = = B = = = = = = 0.0
DH = - - = 4.0 - = - - = = = - 32.0 = = = = = 0.0
EG = 18.0 16.0 = 45 115 = 125 B 145 94.0 4.0 145 = = = = = = 0.0
FD = - 1.0 = 225 195 = - - 3.0 = = - = = = = = = 0.0
GN 95 31.0 95 = 75 10.0 13.0 105 B 132.0 187.0 = 05 88.0 = = = = = 0.1
LD 3.0 - - = 4.0 - = - - = 55 = - 24.0 = = = = = 0.0
MC 1.0 1725 B = = B = B B 375 = = B = = = = = = 0.0
MG = - 64.0 4.0 111.0 15.0 30.0 39.0 - 75 35 6.0 - = = = = = = 0.1
MM 15 362.5 5.0 = = - = - 6.0 23.0 15 = - = = = = = = 0.1
MP = - - = 14.0 - = 2.0 - = = = - = = = = = = 0.0
oT = 21.0 19.0 2.0 33.0 23.0 435 - - 52.5 1505 = 322.0 139.0 = = = = = 0.2
PC = - - = = - = - - = = = - = = = = = = -
PE 16.0 55 3.0 = = 8.0 = 195 - = = = - = = = = = = 0.0
PG 6.5 3.0 - = = - = 45 - - - - - - - - - - - 0.0
SA = B B = 6.5 3.0 = B B = 32.0 8.0 B = = = = = = 0.0
SH = 66.5 B = = - = - B = 21.0 = - = = = = = = 0.0
SP = 355 - = 6.5 21.0 = - - 1.0 = = 15 = = = = = = 0.0
TB 8.0 615 25 = 255 275 = 05 B 6.5 325 15 10 = = = = = 0.0
TP 395 - B 35 157.5 B 60.0 16.0 B 155 345 2.0 - 8.0 = = = = = 0.1
TZ 112.0 - - = = - = - - = = = - = = = = = = 0.0
WC = - - = = - = - - = = = - = 3125 61.0 304.0 118.0 207.0 0.2

1.0

[Total 53135

CC = - - = 5.0 - = - - = = = - = = = = = = 0.0
CH 13.0 1275 15.0 14.0 1285 28.0 22.0 305 55 165 2.0 = B = = = = = = 04
CM = 160.5 - = = - = - - 22.0 = = - = = = = = = 0.2
cP = 95.0 18.0 = = 55 = 4.0 B 19.0 = 05 25 = = = = = = 0.1
[ 25 1325 7.0 105 975 56.0 13.0 - - 3.0 = = - = = = = = = 03

7.0
] NOTE: SHADED AREAS EQUAL NON-ENHANCED ACTIVITIES [Total 1,050.5

| Page Total 6,364.0 |
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Outreach

SPMP Admin. Case Mgmt.
SPMP Intra/Inter Agency CC&A
NonSPMP Agency CC&A
Program Administration

SPMP Training

7
8
9

10

NonSPMP Training

SPMP Prog. Planning, Policy
SPMP Quality Management
General Administration

11 Other Activities

12 Paid Time Off
13 Supervision

14 SPMP Health Education

15 NonSPMP Health Ed
16 PHN Case Management (Lead)

50 WIC Nutrition Education

51 WIC Breastfeeding Support
52 WIC Client Services

53 WIC General Administration
54 WIC Paid Time Off




Attachment 6: Consolidated Scope of Work (Draft)




PLACER COUNTY CONSOLIDATED SCOPE OF WORK JUNE 13, 2000

Goal:
Placer County residentswill be self-sufficient in keeping themselves and their
families, safe, healthy, at home, in school/work and out of trouble.

Mission:

The Mission Statement for Placer County Health and Human Services provides the
guiding principles for achieving our goal. It states:

Placing people first, we provide a unified system of quality services to safeguard
the health and well-being of people in our communities. Our vision for the core
goals and values of what our organization stands for, isthat our services are
structured to promote and sustain the public’s health and safety by preventing
serious needs before they occur, thereby avoiding long term services, and
reducing human and financial costs. Cost savings are redirected to the areas of
greatest need.

Health and Human Services recognizes that to achieve this goal the county, in partnership
with the community and state must have an integrated, comprehensive system of care
which promotes healthy behaviors, promotes healthy communities, prevents and reduces
disease and disorders, and improves systems for personal and public health. The
following objectives and activities provide the broad framework that Placer County in
partnership with the state will use to achieve thisgoal. Underlying this framework are
principles of continuous quality improvement, ongoing assessment and evaluation, and
leveraging of resources. The effectiveness of this broad public health approach should be
measured by the degree to which our community members thrive in achieving our
outcomes and meeting the Healthy People 2010 objectives.



Objective 1:

1. Maintain an infrastructure to carry out the core public health functions and essential
public health services.

Activities:

1.1. Assure professional staff to perform program specific administration, training,
program planning and policy development.

1.1.a. Maintain publicly available written policies for assessing the public health
workforce in the areas of education, training needs.

1.1.b. Maintain written job standards and statements of specific duties for all
public health positions including positions filled by volunteers and
community health workers, as agreed to by both the Department of Health
Services and Placer County Department of Health and Human Services.

1.1.c. Maintain adequate resources, both staff and supplies, to provide services
and achieve outcomes.

1.1.d. Assure staff are adequately trained to provide integrated, culturally
competent services. Evaluation process reflects proficiencies.

1.2. Design culturally appropriate messages, interventions and programs that address
community diversity, differences in values and perspective with honesty, respect and
sensitivity.

1.3. Mobilize community partnerships to identify and solve health problems.

1.4. Develop, monitor and operationalize polices and plans to guide the practice of public
health.

Evaluation:

There will be available in electronic or written form, as appropriate,
a. Written policies for assessing the public health workforce.
b. Examples of culturally appropriate interventions, programs and staff training
c. Lists of community coalitions by issues and problems that each coalition is

addressing.

d. Completed policies and plans with examples of the impact on public health
services, persons served and/or health outcomes.
e. Summaries of the impacts of policies and plans are included in annual reports
as agreed to by both the Department of Health Services and Placer County
Department of Health and Human Services.



Objective 2:
2. Assess and monitor community health status and health hazards.
Activities:

2.1. Collaborate with state, private providers and health benefit plans in the use of health
information systems.

2.2. Develop and implement assessment tools in areas of interest where quantitative or
gualitative data are not routinely available.

2.3. Involve community members and organizations in community resource mapping,
identification of community strengths, health hazards and perceived needs.

2.4. Maintain and update a Community Health Profile containing analyzed quantitative
and qualitative data utilizing the Healthy 2010 framework in the domains of:

2.4.a. Community assets and quality of life.

2.4.b. Environmental health characteristics.

2.4.c. Demographic characteristics.

2.4.d. Socio-economic characteristics.

2.4.e. Community health status.

2.4.f. Maternal and child health measures including children with special health
care needs.

2.4.9. Behavioral risk factors.

2.4.h. Sentinel events.

2.4.i. Social and mental health measures.

2.4.j. Infectious disease measures.

2.4.K. Health resources.

2.5 Use appropriate methods and technol ogies to assess, interpret and communicate
information from the Community Health Profile to the local health agency, the local
professional community, state and other funding agencies, and community groups on:

2.5.a. Community assets and resources that promote health and improve quality of
life.

2.5.b. Threats to health.

2.5.c. Determination of health services needs.

2.5.d. Identification of groupsthat are at higher risk of health problems than the
total population.

2.6 Utilize public health methodology to initiate special investigations or data collection
based on findings from research, current assessments or investigations



Evaluation:

There will be available in electronic and written form, as appropriate, a current Community
Health Profile and specific analyses and reports based on the Community Health Profile. There
will be on file examples of how specific analyses and reports from the Community Health Profile
are used to:

Inform, educate and empower people about health issues.

Set priorities among community health issues.

Maintain, implement and evaluate health programs.

Support new health programs.

Allocate personnel and other resources.

Meet the reporting requirements agreed to by both the Department of Health Services
and Placer County Department of Health and Human Services.

7. Meet the reporting requirements of other funding agencies.

oA~ wWNE

Objective 3:

3. Diagnose and investigate health problems and health hazards in the community.
Activities:

3.1. Use surveillance data to identify, investigate and monitor health events.

3.2. Collect reportable disease information from all reporting sources.

3.3. Maintain accessto a public health aboratory capable of conducting rapid screening
and high volume testing.

3.4. Assess and analyze health-rel ated hazards, behaviors and risk factors and their
impact on morbidity.

3.5. Make comparisons as appropriate with surveillance information from other local
health jurisdictions and the state.

3.6. Maintain written protocols for implementing a program of contact and source tracing
for communicable diseases, environmental hazards or toxic exposures.

3.7 Maintain acommunity emergency response plan that defines and describes public
health disasters and emergencies and:

3.7.a. ldentifies relevant community assets that can be mobilized to respond.
3.7.b. Establishes communication and information networks.

3.7.c. Defines roles and responsibilities.

3.7.d. Establishes resource allocation strategies, alert protocols and an evacuation
plan.



Evaluation:

1.

wn

Planning and budget documents show the technical capacity for epidemiologic
investigation and response for disease outbreaks, injuries and other adverse behaviors
and conditions, such as domestic violence, child sexual and physical abuse, threats of
or acts of community violence, suicide and homicide.
Timely, cumulative reports on notifiable disease incidence.
On line or written protocols for implementing a program of contact and source tracing
for communicable diseases or toxic exposures, i.e.

Animal and vector control

Exposure to food-borne iliness

Exposure to water-borne illness

Excessive lead levels

Exposure to asbestos

Exposure to other toxic chemicals
On line or written emergency response plan.
Evidence of timely and accurate |aboratory results for diagnostic and investigative
public health concerns available to the public health system and the community.



Objective 4:
4. Inform, educate and empower people about health issues.
Activities:

4.1. Establish a collaborative network among public and private agencies to provide
promotional messages and community programs consistent with health priorities
defined in the community assessment and disease surveillance.

4.2. Using Internet, television, radio and print media:

4.2.a. Provide accessible health information resources targeted to the community

a large.
4.2.b. Provide customized messages and programs to vulnerable populations.

4.3. Provide public health and prevention education to individuals and groups directly
applicable to their particular needs.

Evaluation:

1. Evaluation methodologies on file for health promotional materialsinclude:
» Issues addressed
» Populations reached
» Communication mechanisms
» Public acceptance and/or behavior change
Summaries of evaluations are included in annual reports as agreed to by both
the Department of Health Services and Placer County Department of Health
and Human Services.
2. Evaluation methodologies on file for public health and prevention education to
individual and groups include:
Curricula
Popul ations reached
Teaching methods
Assessment for literacy level and cultural competency
Individual/group acceptance and/or behavior change
Summaries of evaluations are included in annual reports as agreed to by both
the Department of Health Services and Placer County Department of Health
and Human Services.
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Objective 5:
5. Link people to needed personal health services and assure the provision of health care
Activities:

5.1.Identify populations within the community who for reasons of geographical location,
environmental hazards, age, lack of education, poverty, culture, race, language,
religion, national origin, physical disability, mental disability or lack of health
insurance may encounter barriersto a coordinated, culturally competent system of
health care and clinical services.

5.2. Assure effective entry for vulnerable populations into a coordinated system of health
care.

5.2.a. Provide culturally and linguistically appropriate outreach or enabling
services such as atoll free telephone information line, an internet
information service, printed materials or individual counseling to assure
linkage to services.

5.2.b. Target health education/promotion/disease prevention to high risk
population groups.

5.2.c. Provide ongoing care management, transportation and other services as

needed.

5.3. Create and/or maintain.innovative partnerships with other health agencies and
community organizations that will enhance the outreach, care coordination and
enabling efforts of the local health jurisdiction.

5.4. Create and/or maintain partnerships with the provider community to assure access to

care, to support outreach and enrollment activities, and to provide information and
education.

5.5. Assure family centered, coordinated case management services

Evaluation:

Lo

Criteriafor identifying and targeting vulnerable populations are on file.

2. Methods of outreach are onfile.

3. Documentation in the form of sub-contracts, memoranda of understanding, or other
written agreements with health agencies and community groups that enhance outreach
and enabling efforts are on file.

4.  Numbers of personsin the targeted populations that have been reached and/or

followed to assure receipt of needed services are available in the formats as agreed to

by both the Department of Health Services and Placer County Department of Health

and Human Services.

5.  Summaries of the impacts on outreach and enabling services on the targeted populations are included
in annual reports as agreed to by both the Department of Health Services and Placer County
Department of Health and Human Services.



Attachment 7: Child and Adult Outcomes
Screening Forms




PLACER COUNTY OUTCOMES SCREENING FORM —CHILD

To score, mark the appropriate rating of the individual’s current status with a pencil or dark pen. Press down firmly.

Service Individual Name: Date of Screening:

Screened by: Division/Office:

Currentresidence: o ParentsHome o Relative'sHome o FriendsHome o Adoptive Home o Foster Home

o GroupHome o ReceivingHome o Hospita o JuvenileHall
o Living Independently o Battered Women’'s Shelter o Other:

O Homeless Shelter o Homeless

(Place of residence)

(54 3 21nla) SAFE
1. 000000 Cared for, protected, and receiving the necessities of life.
2. 0ooo0o0O0 Not subject to physical, sexual, or emotional violence.
3. 0Oooo0o0o0 Not placing self at risk of injury or illness.
(54 3 21nla) HEALTHY
4, 0oo0o0O0O0 Free of disease or illness; or, disease or illness medically managed.
5. 000000 Happy with life and experiencing positive self-attitude.
6. 000000 Free of illicit drugs, acohol and tobacco.
7. 000000 Not sexually active/not engaged in sexual risk behavior.
8. 000000 Achieving appropriate level of physical development.
9. 000000 Achieving appropriate level of emotional development.
(54 3 21 nla) AT HOME
10. 6000000 Living in asafe, stable and nurturing environment.
11. 0ooo0o0O0 Interacting positively with all other persons at current residence.
(54 3 21 nla) IN SCHOOL
12. 0ooo0o0oO0 Attending school on time every school day.
13. 0O00000O0 Obeying schooal rules.
14. 0Oooo0o0o0 Participating, earning passing grades and learning.
15. 0ooo0o0oO0 Participating in school enrichment or organized non-school activities.
16. 000000 Experiencing positive peer relationships at school.
(54 3 21 nlag) OUT OF TROUBLE
17. O000O0O0 Obeying all laws.
18. 0ooo0o0oO0 Engaged in self-controlled, positive, non-violent behavior.
19. 0ooo0o0O0 Not involved with the juvenile justice system.
20. 000000 Not associating or involved with gangs or offenders.

(Neglect)
(Abuse)
(Self-harm)

(Physical Health)
(Emotional Health)
(Substance Abuse)

(Sexual Activity)

(Physical Development)

(Emotional Development)

(Living Environment)

(Living Relationships)

(School Attendance)
(School Behavior)
(Educational Progress)
(Extra-curricular activities)

(School Relationships)

(Delinquency)
(Behavior)

(Legal Status)
(Gangs/Peer Relationships)

SCREENING RATING KEY

Theindicator statement currently istruefor thischild and the child/family/care provider is:
5 sdf-sufficient in sustaining the indicator and does not require outside assistance.
4 participating in outside assistance to sustain the indicator.

3 trying to achieve the indicator, either independently or with outside assistance.
2 not trying to achieve the indicator.

Theindicator statement is absolutely not true for this child and:
1 immediate outside assistanceis required.

If the indicator statement is“not applicable,” score the indicator n/a.
If the child’s current status is unknown, leave the indicator blank.

Theindicator statement currently isnot true for this child and the child/family/care provider is:




Placer County Outcomes Screening Form — Child
Instructions and Screening Key

PURPOSE:
The outcome screening form is used to track and monitor the child’s progress to ensure that the services
provided are meeting the needs of the child and are positively affecting important areas of hig'her life.

GENERAL INSTRUCTIONS:

Use your best professional judgement when completing this form.

On the key below, “yes’ may mean “mostly yes’ ; “no” may mean “mostly no.”

Y ou are encouraged to complete the screening form jointly with the person being screened; you may
need to negotiate scores for some items, or record two scores for an indicator, if you and the person
cannot agree.

Use“n/a” if theindicator statement is* not applicable.”

Leave theindicator blank if the current status of the indicator is unknown.

SCREENING KEY:

Participating in outside assistance

Yes No
4 5
g Yes participatingin self-sufficient in sustaining
outside assistance theindicator and does not
] to sustain the require outside assistance.
2'., indicator
-la
=
Q
=y
g
I
s 3 2
7
S
_8 trying to achievethe not trying to achieve
8 No indicator, either theindicator
;_a independently or
E with outside
assistance.
1
immediate outside assistance isrequired

CARE-010 Instructions  Rev. 02/2000



Service Individual Name:

Screened by:

PLACER COUNTY OUTCOMES SCREENING FORM —ADULT

Date of Screening:

To score, mark the appropriate rating of the individual’s current status with a pencil or dark pen. Press down firmly.

Division/Office:

Currentresidence: o Home o RelativesHome o FriendsHome o Supervised Independent Living © Homeless

N e

© ©

11.
12.
13.
14.

15.
16.
17.

18.
19.
20.

No ok w

o Supervised Nursing Facility o Board and Care o Hospital o Homeless Shelter o Battered Women's Shelter
o Treatment Facility o Training Program o Jail o Other:

(Place of residence)

(54 3 21nla
O000O0O0
O000O0O0

SAFE
Not subject to physical or emotional violence.
Not harming self or placing self at risk of injury or illness.

(54 3 21nla) HEALTHY

000000 Free of disease or illness; or, disease or illness medically managed.

0Ooo0o00O0 Happy with life and experiencing positive self-attitude.

000000 Free of illicit drugs or alcohal (if a problem).

0Oooooo No unwanted pregnancy; if pregnant, participating in prenatal care.

0Ooo0oo00O0 Sustaining appropriate physical, mental, and emotional development.

(54 3 21 nla) AT HOME/IN MOST HOME-LIKE ENVIRONMENT

0Ooo0oo00O0 Living in a safe, stable and supportive environment.

000000 Interacting positively with all other persons at current residence.

0Oo0O00O0O0 Meeting basic needs for food, clothing, shelter and other necessities.

(54 3 21 nlag) IN SCHOOL/AT WORK/CONTRIBUTING/PARTICIPATING

O0O00O0O0 Attending school/work/training every day.

000000 Transportation adequate to arrive on time where needed.

O0O0O0O0O0 Positive performance at employment/training/rehabilitation activities.

0O0O0O0O0O0 Able to establish and maintain positive peer relationships.

(54 3 21 nla) OUT OF TROUBLE

000000 Obeying all laws.

000000 Engaged in self-controlled, positive, non-violent behavior.

0O0O0OO0OO0O0 Not involved with the criminal justice system/following requirements if
involved.

(54 3 21 nla) FINANCIALLY SELF-SUFFICIENT

000000 Maximizing work hourg/activities.

000000 Financial circumstances not adversely impacting relationships.

0O0O0O0O0O0 Self-sufficient/Totally supporting self and/or family.

(Abuse)
(Self harm)

(Physical Health)
(Emotiona Health)
(Substance Abuse)
(Pregnancy)
(Development)

(Living Environment)
(Living Relationships)
(Basic Needs)

(Attendance)
(Transportation)
(Performance)

(Relationships)

(Law-abiding)
(Behavior)
(Legal Status)

(Financial Support)
(Managing Financially)
(Financial stability)

SCREENING RATING KEY

Theindicator statement currently istruefor thisindividual and he or sheis:
5 sdf-sufficient in sustaining the indicator and does not require outside assistance.
4 participating in outside assistance to sustain the indicator.

Theindicator statement currently isnot truefor thisindividual and he or sheis:
3 trying to achieve the indicator, either independently or with outside assistance.
2 not trying to achieve the indicator.

Theindicator statement is absolutely not true for thisindividual and:
1 immediate outside assistanceis required.

If the indicator statement is“not applicable,” score the indicator n/a.
If theindividual’s current status is unknown, leave the indicator blank.




Placer County Outcomes Screening Form — Adult
Instructions and Screening Key

PURPOSE:
The outcome screening form is used to track and monitor the client’s progress to ensure that the services
provided are meeting the needs of the client and are positively affecting important areas of higher life.

GENERAL INSTRUCTIONS:

»  Useyour best professional judgement when completing this form.

*  Onthekey below, “yes’ may mean “mostly yes’, “no” may mean “mostly no.”

* You are encouraged to compl ete the screening form jointly with the person being screened; you may
need to negotiate scores for some items, or record two scores for an indicator, if you and the person
cannot agree.

* Use“n/a’ if theindicator statement is*“not applicable.”

* Leavetheindicator blank if the current status of the indicator is unknown.

SCREENING KEY:

Participating in outside assistance

Yes No

4 5
g Yes participatingin self-sufficient in sustaining

outside assistance theindicator and does not
2 to sustain the require outside assistance.
indicator
=
=
5
()
—
g
[
8 3 °
7]
'5 trying to achievethe not trying to achieve
<= No indicator, either theindicator
[ :
o independently or
=] with outside
E assistance.
1
immediate outside assistance isrequired

CARE-011 Instructions Rev. 02/2000



Attachment 8: Pre-Post Outcome Data Findings




PLACER COMMUNITY CHALLENGE
To PREVENT TEEN PREGNANCY

EVALUATION REPORT - 1999/2000

OUTCOME INDICATOR COMPARISONS FOR CHILDREN
SERVED THROUGH THE PLACER COUNTY CCG PROJECT SITES

By David Gray  July 2000

INTRODUCTION: CCG IN PLACER COUNTY

The Placer County Office of Education (PCOE) and the Department of Health and Human
Services (DHHS), through their partnership in the System Management, Advocacy and
Resource Team (SMART) Collaborative, are using Community Challenge Grant (CCG) funds
to deliver school and community-based pregnancy prevention services to students in
several Placer County communities. To prevent teen pregnancy this multi-site effort utilizes
a combination of health education presentations, individualized education and guidance
interventions, youth development, and referrals to outside agencies. The program has been
in place for four years.

1999/2000

During the 1999/2000 school year the CCG program evaluated 86 students from three
major Placer County communities - Lincoln/Sheridan, Roseville, and Lake Tahoe - as well as
students enrolled in a variety of county-wide court and specialized education programs
administered by the County Office of Education.

Targeted schools and communities

The communities, districts, and schools served by the CCG program over the past four

years include:

» Lincoln/Sheridan: Western Placer Unified School District - Sheridan Elementary School,
Glen Edwards Middle School, Independent Study Program, Lincoln High School, and
Phoenix High School;

» Roseville: Roseville Joint Union High School District - Buljan Intermediate School,
Warren T. Eich Middle School, Adelante High School, Granite Bay High School,
Oakmont High School, Roseville High School, Woodcreek High School, and Success
High School;

* Truckee/Kings Beach: Tahoe-Truckee Unified School District - North Tahoe Middle
School, Tahoe-Truckee Community School, North Tahoe High School, Sierra High
School, Sierra Mountain Middle School, and Truckee High School;

* Auburn: Placer Union High School District - Chana High School, Maidu Independent
Study Program, and Placer High School;

» County-wide: Placer County Office of Education - PCOE Community School, South
Placer Community School, Honour Schaps (Juvenile Hall) School, Alder Grove Court
School, Placer Day Reporting Center, Koinonia Non-Public School, and Sierra Vista Non-
Public School.




CCG governance and administration

CCG funding in Placer County was administered under the governance of the SMART Policy
Board. SMART is comprised of top Placer County administrators who oversee all county
child and family services. The SMART Policy Board is chaired by the Presiding Judge of the
Juvenile Court and includes the County Superintendent of Schools, the Director of Health
and Human Services, the Chief Probation Officer, and the County Health Officer. The
Policy Board has adopted five key outcomes as a means to integrate comprehensive county
services to meet the whole spectrum of child and family needs: It is the vision of SMART
that all Placer County families will become self-sufficient in keeping their children Safe,
Healthy, At Home, In School, and Out Of Trouble.

The Placer County CCG program goals are to decrease teen pregnancy, increase
communication between teens and parents regarding sensitive issues, and to help youth
succeed and feel successful. The full set of CCG program objectives are linked to the
broad SMART vision of keeping young people safe, healthy, at home, in school, and out of
trouble.

Outcome evaluation - the SMART System Of Care

The Challenge Grant Project is one of about 15 evaluation sites in the Placer County
SMART Integrated Services Evaluation project. The SMART evaluation involves measuring
the extent to which children and families achieve the five SMART outcomes. The core
instrument used for tracking participant progress is the Placer County SMART Outcome
Indicator Screening Form. The screening form is used to identify the kinds of problems
children and youth are experiencing when they enter services, and to describe outcome
areas where they do or do not improve as a result of services they receive. Individual
screening forms help program staff identify the needs and progress of each child, while
aggregated screening form data help policy-makers understand the system’s capacity to
provide comprehensive services to address the full spectrum of child and family problems.

The screening form is not a complete assessment; rather, it is a brief status summary
spanning comprehensive indicators associated with all county child and family services
(public and private) that address the needs of troubled or at-risk children and their families.
The Placer County Outcome Screening Form has been accepted by the California
Department of Mental Health and the state Health and Human Services Agency as an
approved evaluation instrument that meets state mental health realignment statutory
requirements. Evaluation of the screening form as a valid and reliable cross-system
instrument is on-going in a research partnership involving the state Department of Mental
Health, the University of California, San Francisco/ Child Services Research Group, and
Placer County SMART. A copy of the screening form is attached.

Outcome indicators and measures
The five broad SMART outcomes are measured through twenty specific indicator
statements which describe desired behaviors and conditions on the part of targeted youth
and their families. The indicator statements describe the desired status for each child,
reflecting the SMART vision that each child will be:

Safe:

e Cared for, protected, and receiving the necessities of life;

* Not subject to physical, sexual, or emotional violence;
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* Not placing self at risk of injury or illness;

Healthy:

» Free of disease or illness; or, disease or illness medically managed;
» Happy with life and experiencing a positive self attitude;

» Free of illicit drugs, alcohol, and tobacco

* Not sexually active / not engaged in sexual risk behavior;

* Achieving the appropriate level of physical development;

» Achieving the appropriate level of emotional development;

At Home:

e Living in a safe, stable, and nurturing environment;

» Interacting positively with all other persons at current residence;
In School:

« Attending school on time every school day;

« Obeying school rules;

» Participating, earning passing grades, and learning;

» Participating in school enrichment or organized non-school activities;
» Experiencing positive peer relationships at school;

Out Of Trouble:

e Obeying all laws;

» Engaged in self-controlled, positive, non-violent behavior;

* Not involved with the juvenile justice system; and

* Not associating or involved with gangs or offenders.

The Screening Form asks program staff and others familiar with a child to state whether or

not the indicator statement is “True” and whether or not the participant or family is
“Participating in services that specifically target achieving the indicator.” Using this
“Yes/No” scoring approach, each participant is rated according to the following levels:
5 points: The indicator statement is True and the youth or family does not receive
services or assistance in this area;
4 points: The indicator statement is True and the youth or family receives services or
assistance to sustain it;
3 points: The indicator statement is Not True although the youth or family is
participating in services or assistance to achieve it;

2 points: The indicator statement is Not True and the youth or family is not participating

in services or assistance to achieve it;

1 point: The indicator statement is Not True and the youth or family requires immediate

intervention from outside services providers to protect the youth or the community.

The scoring scale displays the range of indicator and service relationships between the
child/family and the service provider spanning in crisis, needs unaddressed, working to
resolve needs, outcome sustained by services, and outcome sustained without assistance.

Changes in scores from one screening time to another describe movement into services,
improvements achieved during services, and exit from services associated with each
specific indicator. The various combinations of needs and levels of services describe the
circumstances of each individual child and family, and can be compiled to describe the
average (mean) profile for the service providing agency.



Individualized and aggregated use of the screening form

By rating the current status of each child for all twenty indicators, a comprehensive profile
of strengths and needs can be developed for each child and an individualized service plan
can be implemented specifically tailored to meet the needs of each child. By aggregating
the full set of screening data for all children in a program, a comprehensive profile can be
developed that describes what kinds of children experiencing what combinations of
strengths and needs achieve what kinds of improvements as a result of what combinations
of services. Profiles for various organizations can be assembled to describe the continuum
of children and families, strengths and needs, improvements, and services across the full
system of child and family services in Placer County.

CCG prevention evaluation

The Placer County CCG project offers an opportunity to evaluate the impact of pregnancy
prevention services by comparing standardized characteristics for each participant before
and after program participation. The Placer County SMART Child Outcomes Screening
Form was used to document a broad array of outcome status indicators at program entry
and exit for 86 county youth who participated in individualized CCG Community Specialist
services for more than 30 days between July 1999 and June 2000. Findings from these
comparisons are used to inform system planning and decision-making for pregnancy
prevention efforts, and may support redirection of funds to early intervention and
prevention programs. Overall evaluation findings provide county and school decision-
makers with information describing the capacity of school and community-based prevention
services to resolve problems early and reduce the need for more intensive services later in a
child’s experience.

PLACER COUNTY CCG PROGRAM AND YOUTH PROFILE

Placer County CCG services were delivered via a standard health promotion model that
promotes pregnancy prevention through broad-brush educational presentations for the
general teen population, plus individualized education and guidance services for youth at
increased risk of pregnancy or teen parenting.

CCG prevention services

Health Educators delivered intensive multi-day educational programming at numerous
schools throughout Placer County. Individualized CCG education and guidance services
were delivered by Community Specialists sited in each of the targeted communities in
collaboration with school staff and staff from several community and school-based service
centers. Specific services included preventive substance abuse education; reproductive
health education; academic, social and career goal setting and planning; and
communication skills. Teens in need of services beyond the practice scope of the CCG
grant-based Community Specialists were referred to partner agencies. CCG also served
parents of at-risk teens through direct support, workshops, and linkages to other
community resources.

Basic demographic profile of youth included in the CCG outcome evaluation

CCG Community specialists collected in-depth personal information at intake for 86 CCG
participants including 62 females (72 percent) and 24 males (28 percent). Data gathered
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from these participants indicate the following:

e Thirty-three CCG youth (38 percent) were served in the Lincoln area, 32 youth (37
percent) were served in Roseville, and 21 youth (25 percent) were served in the Tahoe-
Truckee area.

» The majority of participants were Caucasian (42 youth - 49 percent), or Hispanic (27
youth - 31 percent). Four youth (five percent) were African-American, four (five
percent) were Native American, three (three percent) were of other ethnicity, and six
youth (seven percent) did not disclose their ethnicity.

» Participant ages ranged from 12 to 18 years. Thirty-three youth (38 percent) were age
12 or 13 years, 36 youth (42 percent) were age 14 or 15, 15 youth (18 percent) were
16 or 17, and two youth (about two percent) were 18 years old.

Outcome indicator graphs and tables - how CCG data are presented

Each child included in the CCG SMART outcome evaluation was screened by a CCG
Community Specialist at entry and at the end of school services. Pre and post program
screen scores were compared using the Student’s t paired comparison test to determine
the extent to which the aggregated set of children experienced any measurable changes
between program intake and exit. For ease of interpretation, aggregated pre- and post-
service indicator scores are presented in a series of exhibits, below, which include a
combination of graphs, charts, and summary discussion.

Graphs

Mean pre and post scores for each indicator are graphed to display the average intake score
and average exit score for each indicator. On the graph portion of each exhibit, Intake
scores are represented by a dashed line and Exit scores are represented by a solid line.
Changes in mean scores between intake and exit for each indicator appear as vertical
distance between the dashed (intake) and solid (exit) lines on the graph. On indicators
where average exit scores are higher than average intake scores (indicating overall positive
outcome), the solid line is above the dashed line. On indicators where average exit scores
are lower than average intake scores (indicating overall negative outcome), the solid line is
below the dashed line. For indicators where no overall change occurred between intake
and exit, the solid and dashed lines overlap. In this regard, the distance between the
dashed and solid lines represents the amount of change between intake and exit, as
averaged for the whole set of children.

Tables

The mean pre- and post-service scores from the graphs are presented in a table below the
graphs. On the table, the Indicator number identifies each of the 20 outcome indicators
included on the screening form. The Intake score is the mean score for all pre-service
scores for each indicator, and the Exit score is the mean score for all post-service scores.

In the second table below the graph, t scores for each indicator identify the strength of
change between the full set of pre- and post-service scores, using the Student’s t paired
comparison statistic. A t score above zero describes positive change from intake to exit for
the entire set of children, while a score below zero describes negative change from intake
to exit for the entire set of children on a particular indicator. A t score of zero describes no
change between intake and exit. The larger the value of the t score, the greater the
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change between exit and intake.

The significance score represents the statistical significance of the t statistic (sometimes
reported as the percent margin of error). In general, a significance score equal to or less
than .050 is considered “statistically significant.” That is, a significance score of .050 or
less would indicate a statistical margin of error of five percent or less. In combination, a
positive t score with a significance score of .050 or less suggests “statistically significant
positive change” between intake and exit, across the whole set of children for that
indicator. For indicators where the significance score is larger than .050, the t score is not
considered statistically significant, suggesting that the t score does not necessarily reflect
change between intake and exit for that indicator (the t score could be a result of statistical
error). Indicator items on the lower table which are NOT statistically significant
(significance is greater than .050) are shaded.

The lowest line, labeled n (cases), identifies the number of children whose pre and post
scores were included in the t statistic for each specific outcome indicator.

Outcome indicator findings for the 1999/2000 CCG program

The graphs, tables, and narrative summaries presented below describe the extent to which
the Placer County CCG program participants achieved the desired SMART outcomes, as
measured through the 20 indicator items. The discussion summarizes profiles, patterns and
trends which are important and useful to understanding the CCG program and services.

As noted above, all CCG participants were screened within their first 30 days of program
entry using the SMART Child Outcomes Screening Form. These intake scores help describe
each participant’s (and their family’s) current capacity to keep the youth safe, healthy, at
home, in school, and out of trouble.

All 1999/2000 CCG participants (86 youth) - intake and exit

Overall, intake scores for the full set of CCG participants included in the evaluation indicate
a combination of modest strengths and moderate problems across the five outcome areas.
Following the dashed intake score line across the graph in Exhibit One, strength points
(scores of 4.0 or higher representing aggregate scores in the “true” range for the indicator)
occur for indicators:

#1 Cared for, protected and receiving the necessities of life,
#2 Not subject to physical, sexual or emotional violence,

#3 Not placing self at risk of injury or iliness,

#H4 Free of disease or illness; or, disease or illness medically managed,
#8 Achieving appropriate level of physical development,
#12  Attending school every school day,

#13 Obeying school rules,

#17  Obeying all laws,

#18 Engaged in self-controlled, positive, non-violent behavior.
#19 Not involved with the juvenile justice system, and

#20 Not associating or involved with gangs or offenders.

That is, on average the 86 youth in the CCG participant group were safe, physically

healthy, attending school, and staying out of trouble at the time they entered the CCG
program (dashed line scores at 4.0 or higher).
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On the other hand, the dashed intake score line shows moderately low aggregate scores
(between 3.99 and 3.0) for indicators:

#5 Happy with life and experiencing a positive self attitude,

#6 Free of illicit drugs, alcohol, and tobacco,

#7 Not sexually active/not engaged in sexual risk behavior,

#9 Achieving appropriate level of emotional development,

#10 Living in a safe, stable and nurturing environment,

#11 Interacting positively with all other persons at current residence,

#14  Participating, earning passing grades, and learning,

#15 Participating in school enrichment or organized non-school activities, and

#16  Experiencing positive peer relationships at school.

That is, on average across the entire CCG participant group, when the 86 youth entered
the CCG program they were having some difficulty in the areas of emotional well-being,
substance abuse, sexual activity, emotional development, family and peer relationships, and
school performance.

At program exit, or at the time the most recent outcome screening form was administered,
indicator scores for the full CCG participant group were up in all indicator areas, showing
strengths (scores 4.0 or higher) for indicators:

#1 Cared for, protected and receiving the necessities of life,

#2 Not subject to physical, sexual or emotional violence,

#3 Not placing self at risk of injury or iliness,

#4 Free of disease or illness; or, disease or illness medically managed,

#6 Free of illicit drugs, alcohol, and tobacco,

#7 Not sexually active/not engaged in sexual risk behavior,

#8 Achieving appropriate level of physical development,

#9 Achieving appropriate level of emotional development,

#10 Living in a safe, stable and nurturing environment,

#11 Interacting positively with all other persons at current residence,

#12  Attending school every school day,

#13 Obeying school rules,

#16  Experiencing positive peer relationships at school, and

#17 Obeying all laws,

#18 Engaged in self-controlled, positive, non-violent behavior.

#19 Not involved with the juvenile justice system, and

#20 Not associating or involved with gangs or offenders.

At exit, on average, the 86 youth were still experiencing difficulty with their emotional
health, academic scores, and extracurricular activities:

#5 Happy with life and experiencing a positive self attitude,

#14  Participating, earning passing grades, and learning,

#15 Participating in school enrichment or organized non-school activities,

These post-program indicator scores suggest CCG participants, on average across the full
participant group, experienced important improvements in all broad outcomes. Even in
areas that remained below 4.0 at exit, the youth experienced statistically significant
positive improvements.




The Student’s t and significance scores for the full participant group indicate statistically
significant positive change for almost all indicators. The four exceptions that did not meet
the significance test all were above 4.0 at intake. Based on these whole group data,
overall, the CCG participant group experienced statistically significant positive outcomes in
all areas, achieving strength levels (4.0 or higher) in most areas.

As noted on Exhibit One, CCG participants spent an average of 202 days (6.6 months) in
services between the pre and post-program outcome screen. Actual program participation
ranged from a low of 28 days for one participant to 618 days for another.

During their time in the CCG program, the 86 youth received an average of 282 minutes
(4.7 hours) of intensive one-on-one services from their Community Specialist worker. Their
actual intensive service time ranged from 45 minutes for one participant to 780 minutes for
another. This time was distributed across an average of 10 contacts per youth, averaging
about 28 minutes per contact.

The CCG prevention subset - no sexual risk behavior at intake (44 youth)
The statewide Community Challenge Pregnancy Prevention program was designed to
provide prevention services to teenage youth who were not yet involved in sexual activity.
The SMART Outcome Screening Form identifies the portion of Placer County CCG
participants who were not sexually active or at risk of teen pregnancy at their time of entry
into CCG program services - these participants received a score of 5 or 4 for indicator #7
(Not sexually active/not engaged in sexual risk behavior) on the screening form at intake.
Exhibit Two displays the full set of outcome indicator scores for the 44 CCG participants
who were scored at the 5 or 4 level on indicator #7 during the 1999/2000 school year.
These 44 participants represent the “CCG Prevention Group” in that they were not sexually
active at intake and the goal of the program was to prevent their becoming at-risk of teen
pregnancy or parenting.

Overall, intake scores for the CCG prevention group indicate a combination of solid
strengths with modest problems across the five outcome areas. Following the dashed
intake score line across the graph in Exhibit Two, strength points (scores of 4.0 or higher)
occur for indicators:

#1 Cared for, protected and receiving the necessities of life,

#2 Not subject to physical, sexual or emotional violence,

#3 Not placing self at risk of injury or iliness,

#4 Free of disease or illness; or, disease or illness medically managed,

#6 Free of illicit drugs, alcohol, and tobacco,

#7 Not sexually active/not engaged in sexual risk behavior,

#8 Achieving appropriate level of physical development,

#9 Achieving appropriate level of emotional development,

#10 Living in a safe, stable and nurturing environment,

#11 Interacting positively with all other persons at current residence,

#12  Attending school every school day,

#13 Obeying school rules,

#17 Obeying all laws,

#18 Engaged in self-controlled, positive, non-violent behavior.

#19 Not involved with the juvenile justice system, and

#20 Not associating or involved with gangs or offenders.




Exhibit Two

COMMUNITY CHALLENGE GRANT PROGRAM - 1999/2000
“Sexual Risk Prevention Group (Low sexual activity/risk at intake)”

of Mean Scores - CCG 1999/2000

intake and exii cuicoime indicaior

Comparison
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ys Indicator is True
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2 [ndicator is Not True
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1 \ \ \ \ \ \ \ \ \ \ \ \ \ \ \ \ \ \ |
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—————— Intake Exit
Program Duration and Service Time
Days between intake and exit: Average=206 days (6.8 months). Range: 68 to 618 days.
Total time in direct in-person services: Average=233 minutes (3.9 hours). Range: 45 to 780 minutes.
Outcome | SAFE HEALTHY AT HOME | IN SCHOOL OUT OF TROUBLE
Indicator 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20
Intake 463 | 437 | 421 | 456 | 365 | 428 | 456 | 436 | 400 | 407 | 412 | 437 | 439 | 367 | 365 [ 398 451 | 426 | 469 | 463
Exit 470 | 453 | 447 | 463 | 407 | 433 | 449 | 452 | 405 | 431 | 433 |[453 |[455 | 405 | 415 [ 451 | 470 | 465 | 477 | 463
t score 135 | 142 | 221 | 062 | 303 | 040 | -72 | 155 | 042 | 181 | 178 | 142 | 197 | 264 | 3.03 | 383 | 143 | 373 | 0.72 | 0.00
significance 183 | 164 | 033 | 538 | .004 | 689 | 474 | 128 | 675 | .077 | .083 | .64 | .057 | .012 | .005 | .000 | .160 | .001 | 474 | 1.00
n (cases) 43 43 43 43 43 39 M 42 42 42 42 43 38 42 34 M 43 43 39 40

t scores in shaded boxes are not statistically significant (relatively high margin of error).
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Clearly, the CCG prevention group entered the program with important strengths in every
major outcome area.

On the other hand, the dashed intake score line shows several indicator scores slightly
below the 4.0 level. These scores occur among indicators:

#5 Happy with life and experiencing a positive self attitude,

#14  Participating, earning passing grades, and learning,

#15 Participating in school enrichment or organized activities, and

#16 Experiencing positive peer relationships at school.

That is, when these prevention group youth entered the CCG program they were (on
average) experiencing minor difficulties in the areas of emotional well-being and school
performance.

At program exit, or at the time the most recent outcome screening form was administered,
indicator scores for the CCG prevention group were above the 4.0 level for all indicators,
showing comprehensive strengths across the full scope of SMART outcomes. These post-
program indicator scores suggest CCG prevention group participants, on average,
experienced improvements in all the areas that had been troubling them prior to
participation. These exit scores also speak to the success of the CCG prevention effort
through which initial high scores were retained or increased and problem scores at intake
were resolved up to the “true” range by program exit.

Interestingly, the one prevention group average score that fell was for indicator #7- Not
sexually active/not engaged in sexual risk behavior. Staff reported that several students
either disclosed current sexual activity they had concealed at intake, or a few began sexual
activity and revealed it to the Community Specialists. On average, however, the indicator
#7 scores remained well above the 4.0 level at program exit among the prevention group.
Overall, the majority of prevention group youth avoided sexual risk behaviors during their
period of participation in the CCG program.

The Student’s t and significance scores for the full participant group indicate statistically
significant positive change for indicators:

#3 Not placing self at risk of injury or iliness,

#5 Happy with life and experiencing a positive self attitude,

#14  Participating, earning passing grades, and learning,

#15 Participating in school enrichment or organized non-school activities,

#16 Experiencing positive peer relationships at school, and

#18 Engaged in self-controlled, positive, non-violent behavior.

Indicators that do not reflect statistically significant positive change were high at intake and
not likely to undergo sufficient change to satisfy the statistical test for significance. With
one exception (#7), all indicators for the prevention group showed at least slight
improvement.

The CCG prevention group youth spent an average to 206 days (6.8 months) in services

between the pre and post-program outcome screen. Their actual program participation
period ranged from a low of 68 days for one participant to 618 days for another.
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During their time in the CCG program, prevention group participants received an average of
233 minutes (3.9 hours) of intensive one-on-one services from their Community Specialist
worker. Their actual intensive service time ranged from 45 minutes for one participant to
780 minutes for another.

On average, the 44 CCG prevention group participants sustained their strong positive
behavior or achieved statistically significant positive improvements as a result of an average
of 3.9 hours of intensive services over a period of 6.8 months. This time was distributed
across an average of 8 contacts per youth, averaging about 29 minutes per contact.

The CCG intervention group - high sexual risk behavior at intake (32 youth)
Although designed to serve as a prevention program, the Placer County CCG program
attracted a significant number of youth who were engaged in high risk sexual activities.

The SMART Outcome Screening Form identifies the portion of Placer County CCG
participants who were sexually active at their time of entry into CCG program services -
these participants received a score of 3, 2, or 1 for indicator #7 (Not sexually active/not
engaged in sexual risk behavior) on the screening form at intake. Exhibit Three displays the
full set of outcome indicator scores for the 32 CCG participants who were scored below
the 4 level on indicator #7 at program intake. These 32 participants represent the “CCG
Intervention Group” in that they were already sexually active at intake and the goal of the
program was to reduce their risk of teen pregnancy or parenting.

Overall, intake scores for the CCG intervention group indicate a combination of profound
needs across the five outcome areas. Following the dashed intake score line across the
graph in Exhibit Three, this group showed very few strength points (scores of 4.0 or higher)
for indicators at intake. Strengths at intake included:

#1 Cared for, protected and receiving the necessities of life,

#4 Free of disease or illness; or, disease or illness medically managed,

#8 Achieving appropriate level of physical development,

#19 Not involved with the juvenile justice system, and

#20 Not associating or involved with gangs or offenders.

The majority of indicator scores at intake for the intervention group were below the 4.0
level, suggesting on average that these youth were experiencing significant difficulties in
many indicator areas. This group showed scores below the 4.0 level for indicators:

#2 Not subject to physical, sexual or emotional violence,

#3 Not placing self at risk of injury or iliness,

#5 Happy with life and experiencing a positive self attitude,

#6 Free of illicit drugs, alcohol, and tobacco,

#7 Not sexually active/not engaged in sexual risk behavior,

#9 Achieving appropriate level of emotional development,

#10 Living in a safe, stable and nurturing environment,

#11 Interacting positively with all other persons at current residence,

#12  Attending school every school day,

#13 Obeying school rules,

#14  Participating, earning passing grades, and learning,
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Exhibit Three

COMMUNITY CHALLENGE GRANT PROGRAM - 1999/2000

“Sexual Risk Treatment Group (Sexually active/at risk at intake)”

Comparison of Mean Scores - CCG 1999/2000
intake and exii cuicoime indicaioi scoies (n=32)
5 ] [}
) Indicator is True
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4
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2 [ndicator is Not True
1.5
1 \ \ \ \ \ \ \ \ \ \ \ \ \ \ \ \ \ \ |
1 2 3 4 5§ 6 7 8 9 1011121314151617181920
—————— Intake Exit
Program Duration and Service Time
Days between intake and exit: Average=199 days (6.5 months). Range: 31 to 580 days.
Total time in direct in-person services: Average=367 minutes (6.1 hours). Range: 100 to 760 minutes.
Outcome | SAFE HEALTHY AT HOME | IN SCHOOL OUT OF TROUBLE
Indicator 1 2 3 4 5 6 7 8 9 10 11 12 13 14 | 15 16 17 18 19 20
Intake 432 | 380 | 377 | 423 | 297 | 297 |[230 |413 |344 |35 |35 |35 |[376 |303 319 372372359 |410 | 403
Exit 455 | 457 | 429 | 440 | 369 | 350 | 357 | 459 |400 |403 |400 |[417 | 432 | 359 | 362 | 393 | 413 | 413 | 432 | 407
t score 175 [ 391 | 299 | 100 | 424 | 244 | 799 | 330 | 397 | 208 | 255 | 299 | 222 | 291 | 169 | 1.18 | 227 | 329 | 1.37 | 0.23
significance | 090 | .001 | .006 | .326 | 000 | .021 | .000 | 002 | .000 | .046 | .016 | .006 | .036 | .007 | .102 [ 246 | .030 | .003 | .182 | .823
n (cases) 31 30 31 30 32 30 30 32 32 31 32 29 25 29 26 29 32 32 31 29

t scores in shaded boxes are not statistically significant (relatively high margin of error).
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#15 Participating in school enrichment or organized non-school activities,
#16 Experiencing positive peer relationships at schoal,

#17 Obeying all laws, and

#18 Engaged in self-controlled, positive, non-violent behavior.

Clearly, the CCG intervention group entered the program with very serious needs in every
major outcome area. Of particular concern, indicator scores for emotional health,
substance abuse, and sexual activity were below the 3.0 level, suggesting these problems -
on average - were not being addressed prior to these youth’s entry into the CCG program.
At program exit (or when the most recent outcome screen was administered), indicator
scores for the CCG intervention group had all improved dramatically, although several
remained below the 4.0 level. In spite of their profound needs at intake, on average the
intervention group achieved strength levels at or above 4.0 at exit for indicators:

#1 Cared for, protected and receiving the necessities of life,

#2 Not subject to physical, sexual or emotional violence,

#3 Not placing self at risk of injury or iliness,

#Ha Free of disease or illness; or, disease or illness medically managed,

#8 Achieving appropriate level of physical development,

#9 Achieving appropriate level of emotional development,

#10 Living in a safe, stable and nurturing environment,

#11 Interacting positively with all other persons at current residence,

#12  Attending school every school day,

#13 Obeying school rules,

#17 Obeying all laws,

#18 Engaged in self-controlled, positive, non-violent behavior.

#19 Not involved with the juvenile justice system, and

#20 Not associating or involved with gangs or offenders.

That is, the intervention group showed improvements in all major outcome areas and
achieved “true” level scores on average for many key indicators.

Following CCG program participation several indicator scores remained below the true level:
#5 Happy with life and experiencing a positive self attitude,
#6 Free of illicit drugs, alcohol, and tobacco,
#7 Not sexually active/not engaged in sexual risk behavior,
#14  Participating, earning passing grades, and learning,
#15 Participating in school enrichment or organized non-school activities, and
#16 Experiencing positive peer relationships at school.

Post program scores for several of these indicators - especially #7 regarding sexual activity
- showed strong statistically significant positive improvement at program exit. Although
the intervention group did not - on average - achieve the desired outcome level of no sexual
activity, they group did achieve remarkable improvement considering their comprehensive
needs at intake. At exit, no indicator score remained below the 3.0 level.

The CCG intervention group youth spent an average to 199 days (6.5 months) in services
between the pre and post-program outcome screen. Their actual program participation
period ranged from a low of 31 days for one participant to 580 days for another.

During their time in the CCG program, participants received an average of 367 minutes (6.1
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hours) of intensive services from their Community Specialist worker. Their actual intensive
service time ranged from 100 minutes for one participant to 760 minutes for another.

On average, the 32 CCG intervention group participants achieved statistically significant
positive improvements as a result of an average of 6.1 hours of intensive services over a
period of 6.5 months. This time was distributed across an average of 14 contacts per
youth, averaging about 26 minutes per contact.

High risk (12 youth) - low risk (13 youth) comparisons

The 86 CCG evaluation youth can be broken out statistically into groups experiencing very
high risk or very low risk for a combination of indicators. SMART is particularly interested
in the combinations of strengths and needs different youth bring with them to various
Placer County programs, and the extent to which the youth experience changes that could
be attributed to the programs that serve them. Exhibit Four displays the intake and exit
scores for two CCG youth subsets: those youth who received intake scores of 4 or 5 for
indicators of emotional health, substance abuse, sexual activity and academic success; and
those youth who received intake scores of 3,2, or 1 for these same indicators.

Comprehensive strengths at intake: The youth represented in the upper chart of Exhibit
Four received intake scores of 4 or 5 for the four targeted indicators. The exhibit shows
that these youth also had high scores for all 16 other indicators. The 13 youth included in
this subset are the CCG youth with the most strengths at intake - or, conversely, with the
lowest risk. The combination of the four selected indicators (emotional health, substance
abuse, sexual activity and academic success) appear to be a useful set of predictors of
overall indicator status: that is, if these four indicators are high all other indicators most
likely will be high also.

Comprehensive needs at intake: The youth represented in the lower chart of Exhibit Four
received intake scores of 3,2, or 1 for the four targeted indicators. The exhibit shows that
these youth had low scores for the majority of the other indicators (only their intake scores
for neglect and physical health were above the 4 level on average). The 12 youth included
in this subset are the CCG youth with the most needs at intake - that is, with the highest
risk. Again, the combination of the four selected indicators (emotional health, substance
abuse, sexual activity and academic success) appears to be a useful set of predictors of
overall indicator status regarding needs: that is, if these four indicators are low the majority
of other indicators most likely will be low also.

The purpose of breaking out the high risk and low risk subgroups is to illustrate the
fundamental concept that youth experience strengths and needs in combinations, a key
principle associated with the SMART effort to integrate children’s services to address
comprehensive needs.
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Suspected child abuse as an indicator of need

Exhibit Five breaks out two subsets of CCG program participants based on their intake
indicator scores regarding suspected child abuse (indicator #2). In this exhibit, child abuse
is used as a breakout indicator to illustrate the relationship between child abuse and all
other indicator items.

No suspected child abuse at intake: As shown on the upper chart of Exhibit Five, the
majority of youth served by the CCG program in 1999/2000 entered the program with no
suspected child abuse (62 youth - 72 percent). Overall intake and exit scores for this
subset are similar to the total program scores displayed in Exhibit One - on average, this
group shows intake strengths in all areas except emotional health (#5), school academic
status (#14), and extracurricular activities (#15) with borderline scores for substance abuse
(#6) and sexual activity (#7). Exit scores for this group show indicator scores at or above
the 4.0 level for all 20 indicators. In general, youth not suspected of experiencing child
abuse entered the CCG program with a modest set of needs that were met during the time
they participated in program services.

Suspected child abuse at intake: As shown on the lower chart of Exhibit Five, about one
fourth (21 youth - 24 percent) of the youth served by the CCG program in 1999/2000
entered the program with some staff suspicion of child abuse (they were scored at a 3,2,
or 1 level for indicator #2). Overall intake and exit scores for this subset are quite low,
bearing some similarity to the program scores displayed in Exhibit Three for youth who
entered CCG with sexual risk behavior. On average, this subset shows intake needs in all
areas with borderline scores for child neglect (#1), physical health (#4), and school
attendance (#12). Exit scores for this group show improved indicator scores with
improvements to the 4.0 “true” level for about half the indicator set. In general, youth
suspected of experiencing child abuse entered the CCG program with comprehensive needs
and experienced important improvements in almost all indicator areas.

CCG staff report all suspected child abuse to the Placer County ACCESS program that
conducts Child Protection investigations and delivers comprehensive services. CCG staff
have established strong collaborative relationships with ACCESS staff and are partners in
comprehensive services to address the full range of needs of these youth and their families.
The improvements detected in the CCG outcome evaluation process most likely can be
associated with services spanning CCG, ACCESS and other county and private agencies
involved in serving abused youth and their families.

Differences in intake and exit scores between the suspected/not suspected child abuse
subsets within the CCG youth participant group help illustrate the inter-relationship
between various key indicator scores and a youth’s overall status. While CCG participants
on average experienced important overall gains during the time they participated in CCG
services, those youth with apparently non-abusive family systems entered with fewer
problems and exited with comprehensive strengths. On the other hand, youth with
apparently abusive family systems entered with comprehensive needs and, although they
experienced significant gains during their stay in CCG, this subset continued to be in need
of services at the time of their final screening.
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School academic success as a factor in pregnancy prevention

Forty-four CCG youth entered the program with low scores for indicator #14, suggesting
academic failure at intake (indicator #14). Exhibit Six displays intake and exit indicator
scores for two subsets of the CCG youth who entered with low academic scores - those
who exited with academic improvement up to the passing level (4.0 or higher) and those
who exited CCG still experiencing academic failure (scores of 3,2, or 1). The exhibit
illustrates the combination of intake and exit scores associated with moving or not moving
from academic failure to academic success.

High academic indicator scores at exit: As shown on the upper chart of Exhibit Six, 23 of
the 44 CCG youth who entered the program “not passing” (52 percent of the 44 not
passing students; 26 percent of all 86 CCG youth) improved their academic scores to
passing by the time they exited the 1999/2000 CCG program. The average intake profile
for this subset of youth shows a combination of generally low intake scores in almost all
indicator areas. In addition to improved exit scores for academic status, these youth also
showed exit improvements in their emotional health (#5), substance abuse (#6), sexual
activity (#7), as well as improvements in their overall academic and community conduct.

Low academic indicator scores at exit: As shown on the lower chart of Exhibit Six, 21 of
the 44 CCG youth who entered the program “not passing” (48 percent of the 44 not
passing students; 24 percent of all 86 CCG youth) did not improve their academic scores to
passing by the time they exited the 1999/2000 CCG program. The average intake profile
for this subset of youth shows broad similarities to the intake scores for the 23 youth
described above who improved from not passing to passing, with a few minor but possibly
important differences:

* Youth who improved academically had lower (worse) intake scores for self-harm (#3),
and all out of trouble indicators (#s 17 -20). This group not only showed improved
academic status but they showed improvements in reducing their overall risk-taking,
even though they started from a lower average position on the indicator scale;

* Youth who did not improve academically showed slightly lower (worse) intake scores
for sexual activity (#7) and family relationships (#s 10 and 11), raising the possibility
that persistent problems in these areas might be linked to persistent academic failure;

* Youth who did not improve academically also did not improve their substance abuse
scores (#6) or their emotional development scores(#9).

It is difficult to distinguish the causal relationships between these variables: Did emotional
immaturity and substance abuse “cause” or exacerbate academic failure, or Did these
variables interact in some type of syndrome that might be driven by other deep-seated
problems not accessible through the screening form?

Although it may be difficult to sort out explanations or reasons for the second groups’
continued academic failure, there appears to be some association between continued
academic problems and continued substance use and family problems. Further examination
of the group that remained in academic failure may be helpful in developing strategies for
assisting this sub-group to achieve academic success. In spite of their academic
difficulties, these youth experienced important improvements in many other indicator areas
during the period of time they participated in CCG services.
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DISCUSSION

The Placer County CCG program was sustained in 1999/2000 in spite of serious cutbacks
in state funding. SMART used funds derived through a combination of HHS programs to
replace the shortfall in state funding in order to maintain CCG services in key communities.
This effort to sustain CCG programs demonstrates the importance of the project within the
comprehensive system of Placer County child and family services; rather than cut back or
drop the program, SMART decided to maintain prevention and intervention services to
youth recruited through CCG efforts.

The outcome indicator data summarized above point to several key findings from the

1999/2000 CCG program year:

» In aggregate, youth served by the CCG project experienced important and statistically
significant positive outcomes in all SMART outcome areas (safe, healthy, at home, in
school, and out of trouble) even though the principal project focus was on pregnhancy
prevention and reproductive health.

» Overall, the prevention group youth served by the CCG program experienced
statistically significant improvements with the relatively modest troubles they brought
to the program, and they sustained their personal and family strengths throughout their
period of participation. In aggregate at program exit, these prevention group youth
were achieving and sustaining all 20 SMART individual indicators. Interestingly,
aggregate scores associated with sexual risk declined by a trace amount among
prevention group youth, although scores at exit were still very high. This decline in
scores can be attributed to increased sexual activity (or increased disclosure of sexual
activity) among a few of the prevention group youth.

« Although the statewide CCG initiative was not designed for youth engaged in high risk
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e Suspected child abuse also appears to be a key indicator of overall indicator status.
Youth whose families are protective appear to have better overall indicator scores (at
intake and exit) than youth whose families are abusive. The span of effects of child
abuse across the full range of indicators is visible in the CCG data.

» The statistically significant positive changes experienced by both the prevention and
intervention groups were achieved through approximately 42 minutes per month of
intensive one-on-one contact with the Community Specialists over a six to seven month
period. That is, the CCG youth made strong reinforcing progress with a very modest
delivery of direct in-person contact services.

e The prevention and intervention groups received different total amounts of services,
both in total minutes and total number of contacts with staff. In previous years these
two groups received almost identical services. During 1999/2000, CCG staff spent
more time with the intervention youth and less with the prevention youth. The shift to
offering more time and contact with the more troubled youth appears to have had
beneficial effect: the Student’s t scores in several indicator areas for the 1999/2000
youth in both the prevention and intervention groups are slightly higher than in previous
years. This improvement suggests that previous years’ prevention youth may have
been “over-served” and intervention youth may have been “under-served” and the
1999/2000 re-distribution of time has corrected or improved the use of staff time.

In summary, the Placer County Community Challenge Grant to Prevent Teen Pregnancy has
provided important services to youth in key high-needs communities with very positive
outcome impact. With regard to service delivery, overall, statistically significant gains were
achieved with relatively modest one-on-one services. From a systems perspective, during
the 1999/2000 program year, shortfalls in state funding were replaced by county funds as
a means to sustain CCG services. This deliberate effort by SMART to maintain funding
reflects the strong commitment within Placer County to sustain the CCG program.
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Analysisand Comparison of California
County Integrated Services Pilot L egislation

Since the passage of Senate Bill 1846 in September 1996, there have been two additional bills that have
authorized similar pilotsin four other counties. Assembly Bill 866 (Assembly Members Thomson and
Brown) was approved by Governor Wilson in August of 1997, and authorized the implementation of an
integrated services pilot in Solano County. Assembly Bill 1259 (Assembly Member Strom-Martin) was
approved by Governor Wilson in October 1999, and authorized the implementation of an integrated
services pilot in Alameda, Humboldt, and Mendocino counties.

Most of the language in the three billsisidentical, but there are dight variations that have important
implications for the implementation process and the criteriafor performance assessment. Distinctions are
summarized as follows:

1 SB 1846 includes language in Section 1 of Chapter 12.96, sub-section (f) that “the pilot
program should test the feasibility of allowing counties to do &l of the following” and
providesalist of specific actions that are authorized, most notably including (4)
“Simplify and consolidate financial and statistical reporting requirementsinto asingle
structure.”

Both AB 866 and AB 1259 reference their predecessor billsin their legislative counsel’s
digest, authorizing implementation of “asimilar program for the funding and delivery of
services and benefits through an integrated and comprehensive county health and human
services system.” Neither of these bills, however, includes specific language that
authorizes the devel opment of a single consolidated claim.

AB 1259 does include language, however, in Section 18986.86 (b), paragraph (5) that
provides the flexibility for the development of additional elementsin the pilot program.
In this paragraph, the designated counties are authorized to work “in consultation with
appropriate state departments’ to “devel op specific goals in addition to those specified”
in order to “achieve an integrated and comprehensive county health and human services
system.”

2. AB 866 includes language in Section 18986.81 (c) that establishes specific criteriafor
evaluating the performance of Solano County in achieving the intended goals of the pilot
program. Three criteriaare given, including (1) “the number of clients referred to
institutional care is decreased by ten percent; (2) twenty-five percent of the families and
individuals seeking services from the departments participating in the pilot program are
served by asingle point of contact; and (3) the average administrative cost per client is
reduced by ten percent.”

This language addresses concerns that SB 1846 did not establish criteria that would
enable the legidature to effectively eval uate the relative success of the pilot program. At
the same time, these measures place Solano County in a situation where process and
systems measures of equal importance are de-emphasized, and the time line (4 years)
allotted for achievement of these measuresis unrealistic and inappropriate.



AB 1259 includes language in Section 18986.86 (d), paragraphs (2 — 6) that addresses the
issue of confidentiality in the use of client information. Paragraph (2) requires client or
parent/guardian authorization before obtaining medical information; paragraph (3)
prohibits disclosure of that information to any individua not authorized “pursuant to the
authorization provided in paragraph (2);” paragraph (4) prohibits disclosure for any
purpose not authorized by paragraph (2); paragraph (5) requires memoranda of
understanding among agencies serving the client that specify the types of information that
can be shared without a signed release form; and paragraph (6) requires client accessto
medical information and the authority to correct any inaccurate information.

This language appears to be intended to address concerns that have arisen in the
integration of services and co-location of service providers from multiple public and
private sector agencies. In these situations, the development of a comprehensive
approach to address inter-related health problems of clients isimpeded by the lack of
ability to share medical information. In order to facilitate information sharing, explicit
protocols are needed that protect the interests of clients and provide guidance to service
providers.

AB 1259 includes additional language in Section 18986.86 (j) that requires the
appointment of alead department by the Secretary of Health and Human Servicesto
coordinate the state' s participation in the pilot program.

This language appears to be intended to address an identified shortcoming of SB 1846
and AB 866, where the lack of a designated state department to serve as a central contact
and clearinghouse for problem solving and facilitation tended to impede timely progress
to work through periodic difficulties associated with the development and
implementation of revised accounting and reporting arrangements with state agencies.

AB 1259 includes additional language in Section 18986.86 (k) that gives all state
departments the authority to waive regulations regarding the methods of service delivery,
reporting, and accountability. State departments are prohibited, however, from waiving
regul ations associated with privacy and confidentiality, civil service merit systems, or
collective bargaining. They are aso prohibited from giving waivers that result in reduced
“services or benefits to eligible recipients as compared to the benefits and services that
would have been provided to recipients absent the waiver.”

This language appears to be intended to buttress the earlier language addressing
confidentiality, and to avoid organizational restructuring that may undermine previously
exigting staff merit structures. It isalso intended to avoid consolidation of service
systems that results in reduced access to necessary services. This could, however, create
problemsif more participatory, community-based, systems are created to address health-
related needs as alternatives to high cost professional services.
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